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New (6th) Edition—Beckman’s Treatment 


The New (6th) Edition of Dr. Beckman’s book is the result of a complete revision. You 
can be assured, therefore, that it is fully abreast of modern advances in applied therapeutics— 
ready and able to give you the guidance you may desire in treating the medical diseases of 
daily practice. 


This book is all treatment, including hundreds of actual prescriptions reflecting the choice 
of the world’s best methods. You will find given the treatments of infectious diseases; 
infestations; allergic disturbances; deficiency diseases; endocrine disturbances; menstrual 
disorders; diseases of the gastro-intestinal tract, liver and bile passages, of the respiratory 
tract; nephritis and nephrosis; blood disturbances; circulatory diseases; genito-urinary infec- 
tions and stone; diseases of the nervous system; geriatrics; skin diseases; poisonings; and 
burns, shock, crush and blast syndromes. Special sections are also included on the toxic and 
other special features of sulfonamide therapy, and on penicillin reactions. 


Undoubtedly, Dr. Beckman’s Treatment in General Practice is one of the great medical 
works of all times and the New (6th) Edition maintains all the popular features that have 
made the book a medical “best seller” for the past eighteen years. 


By Harry Beckman, M. D., Professor of Pharmacology, Marquette University. 1129 pages, 
645 x 9%. $11.50. 


SEND ORDERS TO 


J. A. MAJORS COMPANY 


New Orleans 13 Atlanta 3 Dallas 1 
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ANOTHER BRITISH BOOK FROM THE MOSBY PRESS 











Willis’ 
PATHOLOGY of TUMOURS 


By R. A. WILLIS, D.Sc., M.D., F.R.C.P. 


Sir William H. Collins, Professor of Human and Comparative Pathology, 
Royal College of Surgeons, London. 

Formerly Pathologist to the Alfred Hospital, Consultant Pathologist 
to the Austin Hospital for Chronic Diseases and Lecturer on the 





Pathology of Tumours in the University of Melbourne, Australia. 





Pathology of Tumours presents the most 
thorough and _ up-to-date information on 
tumours. It discusses the trends of malignant 
disease and gives important data with reference 
to the experimental investigation of cancer. 


Most of the material is based on studies done 
in the pathology laboratories of the Alfred 
Hospital, Melbourne, during a fifteen year 
period of work done there by the author. The 
bock was written in London while Dr. Willis 
pursued his research work in the Royal College 
of Surgeons, in which he is still engaged. Thus, 
the book represents special and concentrated 
interest in tumours over a period of twenty 
years. 


It will have concerted appeal to pathologists, 


research workers and senior students; but it is 
written so that clinicians and beginning stu- 
dents will find it intelligible. Specialists in all 
medical subjects will find it useful as a ref- 
erence book. 


Covering controversial subjects, the author 
clearly indicates that they are controversial— 
yet freely states his own opinions in order to 
avoid non-committal vagueness—freely admit- 
ting that they may need to be modified or 
altered in the light of future experience. 


The book is illustrated profusely with five hun- 
dred microphotographs and diagrams. A com- 
plete bibliography is arranged so that attention 
can at once be drawn to the more important 
works, and articles of outstanding significance 
receive special comment. 











PRICE: 


1050 PAGES $20.00 


Illustrated 

















ORDER FORM 








The C. V. MOSBY COMPANY 
3207 Washington Blvd., St. Louis 3, Missouri. 


Please send me a copy of Willis’ PATHOLOGY OF TUMOURS. The price is $20.00. 


SMJ-6-48 


Enclosed is my check. Charge my account. 
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Distinguished Hoeber Books 
To Aid in Everyday Practice 











ELMAN’S Parenteral Alimentation In Surgery 


WITH EMPHASIS ON PROTEINS AND AMINO ACIDS 


THE first complete guide to advanced, practical and tested procedures 
in this important new field. 
304 pp., numerous tables, $5.00 


MENGERT’S Postgraduate Obstetrics 


THis popular guide-book is carefully designed to aid in everyday practice. 
Step-by-step illustrations. 
407 pp., 123 illus., $5.00 


MAZER & Menstrual Disorders and Sterility 


ISRAEL’S Descrises clearly and explicitly the latest, proven technics which can be 
carried out in your own office. 
582 pp., 133 illus., $7.50 


CANTOR’S Ambulatory Proctology 


A tremendously successful new volume for effective diagnosis and treat- 
men of anal, rectal and sigmoid bowel disorders. 
539 pp. 374 illus., $8.50 


HENRY’S Sex Variants: NEW ONE-VOLUME EDITION 
A STUDY OF HOMOSEXUAL PATTERNS 


THE most intensive, scientific study of homosexuality ever made. 
Over 1,000 pages, illus., one-volume edition 








$8.00 
— om ~~ ee neal — — — — <— — ee — need Soniaielal emt seaman —_— — — en a 

SMJ-648 

PAUL B. HOEBER, Inc., 49 East 33rd St., N. Y. C. 

Medical Book Department of Harper & Brothers 

Please send me the following checked books ON APPROVAL 

(] Elman’s PARENTERAL ALIMENTATION.. $5.00 C) Cantor’s AMBULATORY PROCTOLOGY-......$8.50 

[] Mengert’s PostcRADUATE OBSTETRICS.......$5.00 (CJ Henry’s Sex VARIANTS -_............. ~--------- 8000 

() Mazer’s MENSTRUAL DISORDERS _.. ...$7.50 

C) Bill Me C) Check enclosed (Return Privilege of course) 
NAME ee PE ee Oe Roni west eee EE SE pent 
ADDRESS ZONE ENE ee RONDE ae ed 
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LIPPINCOTT SELECTED PROFESSIONAL BOOKS 








New Books of Authority for 


the Evaluation of Diagnosis 


The Digestive Tract 
in Roentgenology 


by JACOB BUCKSTEIN, M.D. 


The radiographic method in the study 
of the digestive tract and its value in 
diagnosis is presented with a wealth of 
case histories integrated with clinical 
applications. Technical procedures gen- 
erally helpful in the assay and evalua- 
tion of abnormalities of the digestive 
tract are covered. Functional and or- 
ganic abnormalities are described and 
fully illustrated. In every section the 
normal is outlined for comparison with 
the abnormal. 

The work reflects ample clinical expe- 
rience, and presents technics derived 
from authority and sound training. A 
source book of. value particularly to 
the internist and surgeon. 

An Important book— 1030 Illustrations 
in 659 figures, $16.00. 


By Jacos Bucxstein, M.D., Assistant Professor of 
Clinical Medicine, Cornell University Medical Col- 
lege; Visiting Roentgenologist (Alimentary Tract 
Division) Bellevue Hospital, New York City; At- 
tending Gastro-Enterologist, Beth David Hospital, 
New York City; Consultant in Gas- 
tro-Enterology, Central Islip State 
Hospital, New York; Formerly 
Consultant in Gastro-Enterology 
to the U.S. Public Health Service 
and U. S. Veterans Bureau. 


Identification of Tumors 
by N. CHANDLER FOOT, M.D. 


A timely and useful book, planned and presented by an author- 
ity in the field of clinical pathology. This is a ready reference 
designed to present the essential gross and microscopic patho- 
logic features, systematically arranged for easy identification. 
It includes a useful chapter on the eye. This is truly a quick 
reference ideally suited for use by student, pathologist, surgeon 
or practitioner. Shows Source—Site—Factors affecting inci- 
dence—Gross Appearance—Microscopic Appearance—Differ- 
ential Diagnosis—and in the case of non-malignant groups, 
shows the Malignant Analogue. 420pages, 241 Illustrations, $6.00. 


Also by DR. FOOT 


Pathology in Surgery 31 prntine 


A thorough coverage of the close relationship between the 
pathologist and surgeon in the operating room, surgical ward 
and the pathologist’s laboratory. 

The material is planned to provide the surgeon with confirma- 
tion in making vital decisions affecting postoperative conditions. 
The author tells clearly and precisely, exactly what may happen 
to the patient as a result of any given lesion. Dr. Foot estab- 
lishes the significant place occupied by pathology in surgery, and 
draws a precise boundary between it and pathology in general. 
512 pages, 368 Illustrations, some in color, $10.00. 


By N. Cuanb er Foot, M.D. Professor of Surgical Pathology, Cornell University 
Medical College; Surgical Pathologist to New York Hospital. 


Philadelphia 


Lippincott Books :: 











| J. B. Lippincott Company, East Washington Square, Philadelphia 5, Pa. 1 
| Enter my order and send me:((] Buckstein, Digestive Tract in Roentgenology, $16.00. i 
| () Foot, Identification of Tumors, $6.00. j 
| ( Foot, Pathology in Surgery, $10.00, " 
l Name. Street (CD Cash enclosed | 
| : {_] Send C.0.D. } 
L City Zone State {_] Charge my account J 
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DISEASES OF THE 


EAR, NOSE ano THROAT 


By 
W. WALLACE MORRISON, M.D. 


Professor of Otolaryngology and Attending Otolaryngologist, New York Polyclinic 


Postgraduate Medical School and Hospital; Senior Assistant Surgeon in Otolaryngology, 
New York Eye and Ear Infirmary; Assoc. Clinical Professor of Otolaryngology, New 
York University College of Medicine; Captain, Medical Corps (U.S.N.R.) 





A JULY 1948 PUBLICATION 
735 Pages 
650 Illustrations 
Cloth. $8.50 Postpaid 




















A concise, orderly coverage of the subject based on more than 20 years of active practice, 
undergraduate and graduate teaching 

e Every phase of diagnosis and management is fully covered 

e Home, office and hospital examinations and treatments are detailed 


e@ Operative procedures are specific and illustrated with helpful 
schematic drawings 


e Latest uses of the sulfonamides and antibiotics are included 


e Includes important new material on diagnosis and treatment of 
headache and the neuralgias of the head and neck 

e A separate Symptom Index and Formulary of Prescriptions are in- 
valuable 


Every page contains practical helps for the general practitioner, pediatrician, student or 
specialist 


ON SALE AT LOCAL BOOKSTORES OR 


APPLETON-CENTURY-CROFTS, Inc. 
35 W. 32nd STREET, NEW YORK I, N. Y. 
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SS 
¢ 2" It is during that all-important first year of 


life that the very foundation of future health 

and ruggedness is laid. And the well nour- 
ished baby is, in most cases, more resistant to the common ills 
of infancy. Similac-fed infants are notably well nourished; 
for Similac provides fat, protein, carbohydrate and minerals, 
in forms that are physically and metabolically suited to the 
infant’s requirements. Similac dependably nourishes the 
bottle-fed infant—from birth until weaning. 





M & R DIETETIC LABORATORIES, INC. @ COLUMBUS 16, OHIO 
A powdered, modified milk product, especially pre- 
pared for infant feeding, made from tuberculin 
6 tested cow's milk (casein modified) from which part 
é ,; of the butter fat has been removed and to which has 
been added lactose, cocoanut oil, cocoa butter, corn 
y A oil, and olive oil. Each quart of normal dilution 





- 


Similac contains approximately 400 U.S.P. units of 
Vitamin D and 2500 U.S.P. units of Vitamin A as 
a result of the addition of fish liver oil concentrate. 
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Steadily increasing specification of CARTOSE* is evidence 
of the high opinion that physicians have for this depend- 
able mixed carbohydrate. 

Controls exercised at every stage of manufacture, from 
processing of basic materials to the packaging of the fin- 
ished product, insure the bacteriological purity and uni- 
formity of every bottle. 

The choice of CARTOSE as the carbohydrate to be used in 
feeding formulas will minimize the risk of gastrointestinal 
distress attributable to excessive amounts 

of highly fermentable sugars. 


Babies Do Well on CARTOSE 


The prescription product prepared spe- 
cifically for the feeding of infants. 


CARTOSE 


Reg. U. S. Pat. Off. 


A Mixed Carbohydrate 4 
FOR INFANT FEEDING 















Available at 
recognized pharmacies 


: 


* The word CARTOSE is a registered trade- 
c mark of H. W. Kinney & Sons, Inc. 





tf e 
f 


Mu 
=. S06. U.S. Pat. OFF. 
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=A, 


Here’s the sulfadiazine 
that children actuall 


‘Tike to take 





















' 





ae ——~ 
Eskadiazine Exceptionally flavorful, this fluid 


sulfadiazine is the ideal dosage form for 
your young patients. They take it will- 
ingly because it tastes good. And it 
relieves tired parents and busy nurses 
of the chore of crushing tablets and 
coaxing a sick child to swallow an 
unappealing mixture. 














Important, too, is the more rapid 
absorption of Eskadiazine. Flippin and 
associates* have established that desired 
serum levels are attained in two hours, 
rather than the six hours 
required for sulfadiazine 
in tablet form. Smith, Kline 


& French 


Eskadiazine vic: 


*Am. J. M. Sc. 210:141, 1945 














the outstandingly palatable fluid sulfadiazine for oral use 
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Time Saved 


Every Baxter expendable administration set that is used 


means cleaning time saved, sterilization time saved 





and assembling time saved, because Baxter expendable 





sets are ready to use—clean, sterile, non-pyrogenic. There are 
Baxter expendable sets for solution administration, for 

blood collection and blood and plasma administration. 

An adequate stock of expendable sets plus Baxter 

solutions insures that the hospital is ready for any 

emergency. A request on your hospital stationery will 


schedule a demonstration of all Baxter expendable sets. 


Manufactured by 

BAXTER Laboratories 
Morton Grove, Illinois Acton, Ontario 
Produced and distributed in the eleven western 
states by DON BAXTER, Inc., Glendale, California 





June 1948 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES: EVANSTON, ILLINOIS 


DistRiBuTORS 





THE ROCKIES 
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Pyridium is yoecnee A nontoxic in oe ea dosage. It ‘* 
may be employed safely in recommended dosage through- 
out the course of treatment of most cases of uncompli- an important 
cated urogenital infections. 
Conveniently administered by mouth in a dosage of ° 
2 tablets t.i.d., this well-tolerated agent affords prompt attribute of 
relief of distressing urinary symptoms in a high percent- 
age of cases. ® 
Following oral administration, Pyridium produces a 
definite analgesic effect on the urogenital mucosa. This 
action contributes to the prompt and effective relief that 


is so gratifying to patients suffering with distressing 
urinary symptoms. Literature on Request. 


PYRIDIUM 


Brand of Phenylazo-diamino-pyridine HCl 


MERCK & CO., Inc. RAHWAY. \. J. 7 Prridium isthe trade-mark of 


WILTAULIALETL MOLE 
F 


in Canada: MERCK & CO., Ltd. Montreal, Que 
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HIGH 
5 


in 
AUiaiitelatel| 
value 


two HIGHS in one boitle... 


HIGH 
* 


in 


palatability 


AMINOIDS* provides a “double-plus” when 
protein supplementation is indicated. 


AMINOIDS has high biological value—com- 
paring favorably with that of casein, long ac- 
cepted as a protein standard. 


When protein supplementation is required for 
long periods, the palatability of AMINOIDS, 
and the many ways it can be given—in liquids 
(milk, fruit juice, soups), cereal, or desserts—is 


Aminoids 


Sor Chak Ci Clmuiniiluiteon 















AMINOIDS eeoeeee 


A Protein pep ered Product 


a valuable ally in securing patient-cooperation. 
One tablespoonful of AMINOIDS t.i.d. supplies 
12 Gm. of protein as hydrolysate (derived by 
enzymatic digestion of selected animal, vege- 
table, and milk protein sources). 


SUPPLIED: As a dry, granular powder in 
bottles containing 6 ounces. 


*The word AMINOIDS is a registered trademark of The Arlington Chemical 
Company. 


THE 
ARLINGTON 
CHEMICAL 


COMPANY 
YONKERS 1, NEW YORK 


Aeegf 
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Bristol’s Crystalline Sodium Penicillin G 
in 100,000, 200,000 and 500,000 unit 
20 cc. vials needs no refrigeration in stor- 
age. Solutions are readily made in small 
amounts of sterile, distilled, pyrogen-free 
water, in sterile, physiologic salt solution, 
or sterile 5 per cent dextrose solution. 


These solutions must be refrigerated and 


must be used within three days. 
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Man-made 
Rain 


Water fixed in clouds may be precipi- 
tated by solid C O, scattered from an 
airplane. Man has learned to unlock 


clouds. 


Dropsical accumulations may be removed 
from tissues by the use of Salyrgan*- 
Theophylline. Congestive heart failure 
patients retain huge stores of sodium. 
To accommodate the oversupply the 


body hoards water. 
Z yr C7 


Salyrgan-Theophylline eliminates 


F YO6 KZh J (4f Vt ‘If \ both water and sodium. The first 

9 4 : injection may cause the patient to 
B R E 0 N a, lose as much as 10 pounds. “Dry 
i weight” can be achieved promptly 


Supplied: 1 cc and 2 rs ‘ i 
and usually maintained with 


cc ampuls in boxes of 


12, 25, 109. Tablets Se. properly spaced injections of 
Enteric Coated, Bottles Salyrgan-Theophylline. 


of 100 and 500 


“Reg. trade mark of 
Winthrop Chemical Company, Inc 


George A Breon «. Company 


KANSAS CITY. MO. 
NEW YORK 

ATLANTA 

SAN FRANCISCO 
SEATTLE 


Literature available to physicians on request 
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puerperal 
morbidity 
reduced 








Pee CH ee eee ene ss 


In a recent controlled study ! of 1,573 obstetrical patients, the incidence 
of genital tract infections was reduced from 5.3 per cent to 2.3 per cent 
when penicillin vaginal suppositories were used. A decline of 56.6 per cent! 


ADDITIONAL ADVANTAGES: PELVICINS (penicillin vaginal 
suppositories Schenley) shorten the hospitalization period; reduce nursing 
care required; are completely painless and nonirritating. These advantages 
suggest the value of their routine use in obstetrical procedure. 
SIMPLICITY OF TECHNIQUE: Insert 2 PELVICINS (total, 200,000 
units of penicillin) into posterior fornix of vagina with a sponge forceps, 
immediately after delivery of the placenta. 

SUPPLIED: Boxes of 6 and 12 PELVICINS, 100,000 units each. 


1. Pierce, R. R.: Am. J. Obst. & Gynec. vol. 55 (Feb.) 1948. 
#Exclusive trad rk © Schenley Lab ies, Inc. 





<a 


SS 


AS Schenley Laboratories, Inc. 
PRICE REDUCTION: PELVICINS now cost your patients one-third less. 





Executive Offices: 350 FIFTH AVENUE, New York 1, N. Y. 
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14 close association of gastrointestinal 
disorders and frank vitamin B deficiencies has 
suggested B complex therapy in treating such 
disorders. Chesley and co-workers,* reporting 
72.5% satisfactory results with this therapy, state 
that: “*... vitamin B complex offers more to 
many patients . . . than any of the regimes of 
careful dieting, antispasmodics, sedation, etc., 
now in common use. 


more effective B therapy based on liver 


The Special Liver Fraction used as the base of 
Beta-Concemin provides additional B complex 
factors not available in synthetic mixtures alone 
—as evidenced by the better weight, develop- 
ment and survival of laboratory animals to 
whose diet this Special Liver Fraction has been 
added. 


potencies increased 


Now the clinically established B vitamins in 
the Beta-Concemin formula have been strength- 
ened and rebalanced for increased effectiveness 
—while the addition of choline reflects newer 
work on the value of this factor in liver condi- 
tions. ALL AT NO INCREASE IN PRESCRIPTION 
cost. 


ELIXIR—4-o0z., 12-0z., and gallons 
TABLETS—bottles of 100 and 1000 


CAPSULES with Ferrous Sulfare—bottles of 100 
and 1000 


“Beta-Concemin” @ 


“THE WMS. MERRELL COMPANY * CINCINNATI, U.S. A. 


.% BONS See ae 





BETA-CONCEMIN 


The DIFFERENT Vitamin B Complex 





FORTIFIED FORMULA 


Plus 40 mg. 
Choline» 





{ 


—_— 


THIAMINE HCL. 
_—— 
PYRIDOXINE 


UP UP 
167% 106% 100% 33% 


Each fluidounce of Elixir Beta-Concemin now 
contains 32 mg. Thiamine Hydrochloride, 16 
mg. Riboflavin, 8 mg. Pyridoxine Hydrochlor- 
ide, 80 mg. Niacinamide, 40 mg. Choline 
Citrate and 4 Gm. Special Liver Fraction. Cap- 
sule and tablet potencies increased in same 
ratio. 











*Am. J. Dig. Dis. 7 5 24- 27 (1940) 
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Universal 


Nativity 


Php Uh AIDE RSE RED ROL Wee ye ce Re 


When the shadows of woman's most 
profound biological experience begin 
to cross her consciousness, the un- 
pleasant hyperemesis of gestation 
may cause mental disquiet and if 
severe may produce dehydration and 
avitaminosis. 
GRAVIDOX* Pyridoxine Hydrochlo- 
ride and Thiamine Hydrochloride 
Lederle tends to prevent excessive 
vomiting of pregnancy not due to 
hepatic or renal disease, when 
coupled with adequate sedation and 
appropriate diet. 

Solution: Vials of 10 cc. 

Tablets: Bottles of 50. 


LEDERLE LABORATORIES 


DIVISION 


AMERICAN CYANAMID COMPANY 
30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 





Sf OO 


REG. Us Se PAT: OF Fe 
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for improved hemogenesis 
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new iron catalyst 
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. Molybdenum oxide combined with ferrous sulfate, 
**.,. is a true example of potentiation of the thera- 
peutic action of iron... .’’* Mol-Iron, the only iron 
preparation containing this specially processed com- 
plex of molybdenized ferrous sulfate, offers: 

1. Much more rapid establishment of normal he- 
moglobin levels, 
2. Notably better gastro-intestinal tolerance, and— 


3. Maximum economy in the treatment of iron- 
deficiency anemias. 


Clinically proved, the tablet form of Mol-Iron is conven- 
iently suited to treating hypochromic anemias of varied 
etiology in older children and adults. 


NOW — White's Mol-Iron is also available in /iquid form. 

Particularly adapted to treating hypochromic 
anemias in infancy and childhood, it may be adminis- 
tered wherever liquid iron medication is preferred. 


Potency: Each tablet contains 195 mg. (3 gr.) of ferrous sul- 
fate and 3 mg. (1/20 gr.) of molybdenum oxide in the form of 
a stable, specially-processed complex. One teaspoonful of 
White’s Mol-Iron Liquid is equivalent in its content of active 
ingredients to one Mol-Iron tablet. 


Available: Tablets—bottles of 100 and 1000, Liquid—bottles 
of 12 ounces. 

When recovery lags in hypochromic anemia because of poor 
iron utilization or annoying gastro-intestinal side-effects, test 
the demonstrable superiority of Mol-Iron. Why not prescribe 

this potentiated specific for just such a stubborn 
case, today? 


*Healy, J. C.: Hypochromic Anemia: Treatment with Molyb- 
denum-Iron Complex, J. Lancet 66:218 (July) 1946. 








ie 
ol-iron 


MOLYBDENIZED FERROUS SULFATE 


17 
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(NMOUNCINg 


COUNCIL ACCEPTANCE 


of RURACIN in a new vehicle: 








Furacin, the new antibacterial agent, is now also available in a liquid vehicle for 
use where a liquid is preferable to the ointment form, as for wet dressings. 
Furacin Solution contains Furacin 0.2% (brand of nitrofurazone N.N.R.) 


dissolved in a bland, water-soluble, penetrating liquid vehicle 
composed of a wetting agent 0.3%, Carbowax 65% and water 34.5%. 
It is available at pharmacies in 4 oz. and 1 pint bottles, 
Furacin Solution and Furacin Soluble Dressing are indicated 
for topical application in the prophylaxis and treatment of 
infections of wounds, second and third degree burns, cutaneous 
u'cers, pyodermas and skin-graft sites. 


CAPE Inc 


NORWICH, NEW YOPK * TORONTO, CANADA 








LITERATURE ON REQUEST 
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nontoxic... 





effective... 
safe! 


CRYSTOIDS 


Parasitologists regard Crystoips Anthel- 
mintic as the drug of choice for elimination 
of hookworm, roundworm and certain 
other intestinal parasites, because this su- 
perior vermifuge has demonstrated excep- 
tional effectiveness and safety. 

Crystoips Anthelmintic pills contain 
crystalline hexylresorcinol. When properly 
administered (i.e., swallowed whole), Crys- 
Tops Anthelmintic pills are unusually free 
of toxicity. A single administration is effec- 
tive in 95% to 100% of cases of roundworm 
and 75% to 85% of cases of hookworm. 


Moreover, these parasites are usually killed 


outright, eliminating danger of migration. 


anthelmintic pills 





Crystoips Anthelmintic pills are indi- 
cated in treatment of infestation with hook- 
worm, roundworm, pinworm or seatworm, 
whipworm or threadworm, and dwarf tape- 
worm. Supplied in hard-coated pills of two 
strengths: 0.2 Gm. (1 vial of 5 pills) for 
adults and children 6 years and over; 0.1 
Gm. (1 vial of 6 pills) for infants and chil- 
dren up to 6 years. Single-treatment dosage: 
for children over 6 years and adults respec- 
tively, three to five pills swallowed whole. 


Sharp & Dohme, Philadelphia 1, Pa. 


CRYSTOIDS 
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Picture this on your office wall ! 


a message every pc I+ 
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OR your own sake, as well as your doctor's it is vitally 
mportant to be a “good patient.” 

Often it is your co-operation with your doctor that 
makes the difference between an early recovery and a late one, 
between a minor illness and a serious one. 

Here are some of the ways you can help your doctor, and 
yourself: 
1. If you feel sick, call your doctor at once. Don’t wait for a 
serious illness to develop before you ask his help. The sooner 
he sees you. the more he can do to help you avoid a major 
illness. 
2. Before you telephone your doctor. make a list of the 
questions you want to ask him. Have a paper and a pencil 
handy when you call. so that you may take down his instruc- 
tions. This way you will save your doctor's time, and 
remember accurately what he tells you. 
3. Answer your doctor's questions fully. A previous illness 
May not seem to you to have any bearing on your present 
condition. But to your doctor it might furnish a valuable clue. 
Tell him complete facts. Let him decide what is important. 


4. Follow your doctor's instructions exactly. If he prescribes 
medicine, take it according to directions. Remember, a larger 
dose than that prescribed won't cure you faster. And it might 
be harmful. 

5. Never use medicine prescribed for somebody else, or for 
@ previous illness of your own. However similar your 
symptoms may appear to you, the nature of your illness may 
be quite different. Only your doctor can accurately diagnose 
your trouble and prescribe proper treatment. 


6. If your doctor advises an operation, don’t put it off. With 
modern surgery, modern hospital care. you seldom have rea- 
son to fear an operation. 


7. The new medical treatments you read about in the popular 
press aren’t likely to be news to your doctor. If your doctor 
has not recommended a new treatment to you, it is probably 
because there are still some questions about its value, some 
limitations not stressed in popular reports, or some factors in 
your case which would make the treatment undesirable or 
ineffective for you. 


8. Don’t ask your doctor to advise you about members of 
your family whom he himself has not seen. He cannot risk 
giving an opinion about a patient of whose condition he has 
no firsthand knowledge. 


Makers of medicines prescribed by physicians 


Gar RIETT iam Fame DAVIS © COMMENT 


PARKE, DAVIS & CO. 


Research ond Menufactoring 
Leberotories, Detro® 32, Mich. 
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DECHOLIN HYDROCHOLERESIS 
Encourages Biliary Tract Drainage 


PERCENT 10 20 30 40 50 60 70 80 90 100 110 











CHOLERETIC EFFECT 
OF OX BILE SALTS: 





TOTAL FLUIDS 
{INNA MG 
TOTAL SOLiDs 
= 











HYDROCHOLERETIC EFFECT 
OF DECHOLIN (dehydrocholic acid ) 


TOTAL FLUIDS 


ea oA 
Total soups | | | 

















@ Percentage Increase in Composition and Quantity of Bile Flow 


Ivy, A. C., et ai: Am. J. Dig. Dis. 7:333 (Aug.) 1940. 


HYDROCHOLERESIS — 


an increased production of thin liver bile—is a desirable ap- 


proach to therapy of non-obstructive biliary tract disturbances. 


DECHOLIN — 


by producing an increased flow of bile—washes stagnant, infected 
bile from the intrahepatic and extrahepatic biliary passages, re- 


moving pus-laden material and discouraging the ascent of infection. 


HOW SUPPLIED: Decholin in 334 gr. tablets. Packages of 25, 100, 500 and 1000. 





BRAND - REG. U.S. PAT. OFF, 
(DEHYDROCHOLIC ACID) 


A M E S COMPANY, INC., ELKHART, INDIANA 
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the most economical ie / 
, ee tlt, ee | 


of male hormone t erapy. se a I 
a lig PP 5. 


METANDREN 
LINGUETS 






@ Avoid hepatic inactivation 


@ Simulate natural secretion 


“pETWEEN THE onal f 
Sey 


The Linguet containing methyltestosterone 
is placed in the space between the molar teeth and 
cheek, a natural buccal pocket. Dissolving 

slowly, the drug enters the systemic circulation, largely 
avoiding inactivation in the liver and intestinal tract. 
Dosage is therefore approximately one-half that 
required when tablets are ingested . . . “the most 
economical and also efficient way of administering 
testosterone .. .”* 

3. Lisser, H.: Calif. & West. Med., 64: 177, 1946. 


@ CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, WN. 3 


Ciha é 


METANDREN, LINGUETS—Trade Marks Reg. U.S. Pat. Off 
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There are many occasions in therapeutics 
when the diet must be strictly limited. In 
such instances, the fact that the body has 
very little storage capacity for the B com- 
plex vitamins becomes particularly signif- 
icant. For this reason, many physicians 
prescribe an ARMOUR B COMPLEX 
PREPARATION for patients placed on 
restricted diets — thus protecting against 
the development of a deficiency with atten- 
dant symptoms such as sore tongue, undue 
fatigue, skin eruptions, and neuritis. By 
specifying the name ARMOUR the phy- 
sician may make certain that his patient 
will receive adequate vitamin therapy. 
ARMOUR B COMPLEX PREPARA- 
TIONS are produced with the same care- 
ful attention to detail and the same accu- 
rate standardization characteristic of ail 
Armour Laboratories products. Vitamins 
are in a sense perishable products, and the 
Armour scientists specialize in the proc- 
essing and stabilizing of such products. 





ARMOUR B COMPLEX PREPARATIONS 
Armour B Complex (High Potency) Glanules 





Each glanule contains : 

Vitamin B; (Thiamine Hydrochloride). 2.0 milligrams 
Vitamin B; (Riboflavin) .. 2.0 milligrams 
Vitamin Bs fg Hydrochloride). 0.5 milligram 
Nicotinamide (P.P. Factor) .0 milligrams 
Pantothenic Acid — Factor) .. 0.5 milligram 
Liver Extract Concentrate 300.0 milligrams 
Suggested dose: One glanule perday as directed by physician. 
aue6e ae ical 

Each glanule contains at least : 

Vitamin B, 

(Thiamine Hydrochloride)....... 0.450 milligram 
Vitamin B; (Riboflavin) Seip aie We 80.0 micrograms 
Nicotinic Acid. . a . 1.250 milligrams 
Liver Extract Concentrate..........290.0 milligrams 


Suggested dose: One to me giapaien three times a day 
at mealtime as directed by physician. 
Armour 8 Complex Concentrate (Liquid) 
Each fluid drachm (one teaspoonful) contains at least: 
Vitamin B, 


(Thiamine Hydrochloride) . 0.450 aera 
Vitamin B; (Riboflavin) re 80.0 icrograms 
Nicotinic Acid aa — milligrams 


Liver Extract and Yeast C 
(Deri _ from 8 grams fresh liver pn °. 2 gram fresh 
yeast 
Suggested dose: One to two tea nfuls three times a day 
as directed by physician 





Have confidence in the preparation you prescribe 
— specify “ARMOUR” 


A ARMOUR 
Lalotatottes 


Headquarters for Medicinals of Animal Origin 





STE bene NS 


RL CRs ao Ny z ss Pees 
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ptional tranquility 


in many women, the physical distress of the menopausal syndrome 
is aggravated by emotional instability. “Premarin” therapy, in 
the majority of cases, is synonymous with prompt relief of physi- 
cal discomfort as well as restoration of emotional calm. 

In addition, there is a “plus” in “Premarin” therapy...the 
gratifying “sense of well-being” so frequently reported fol- 
lowing the administration of this naturally occurring, orally 
active estrogen. 

Flexible dosage regimens to adapt treatment to the 
particular needs of the patient are made possible with 
“Premarin” Tablets of 2.5, 1.25, or 0.625 mg., and liquid 
—0.625 mg. per 4 cc. (one teaspoonful). 

While sodium estrone sulfate is the principal estrogen 
in “Premarin,” other equine estrogens...estradiol, equ:- 


lin, equilenin, hippulin.,,are probably also present in 


wit 
s 
ae - 
ae 


Conjugated Estrogens (equine) 





varying amounts as water soluble conjugates. 





Ce 


“PREMARIN. 


Ayerst, McKenna & Harrison 
Limited 


22 East 40th Street, New York 16, N. Y. 
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ene Pee 


“After the baby comes . . .” For months that refrain has prefaced 
each promise to herself—for a new suit. hours in the beauty shop. all the 
rich foods she had refused for the sake of her prenatal diet. A postnatal diet | 
doesn’t seem so important to her. especially if she is not nursing the baby—and 
common-sense eating is no match for her newly-released appetite. Many 
physicians continue a dietary supplement of DicaLprm1n Capsules to assure an 
adequate supply of minerals and vitamins which have been unduly drawn on during 
pregnancy, and to aid the return to normal health. DicaLpiM1N supplies protective 
amounts of both minerals and vitamins: iron, calcium. phosphorus and vitamin D. plus B 
complex factors. DicaLpIMiN provides a sufficient amount of vitamin D in the form 
of viosterol to meet the entire requirement for this factor during pregnancy and 
lactation. And the new DicaLpimMin witH Vitamin C furnishes still another 
vitamin commonly lacking in the national dietary. DicaLprmtn Capsules and 
the new DicaLpiMin with Vitamin C are available now through prescription 
pharmacies everywhere in bottles of 100 and 1000. 
ABBoTT LaBoraTORIES, NORTH Cuicaco. ILLINOIS. 


\ Prcaroimin’| 








{Abbott's Dicalcium Phosphate with Vitamin D, Iron and Vitamin B Complex Factors) 
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RB. Individual aluminum- 
foil envelope is cut open 
along the dotted line on 
the lengthwise lamina- 
tion with sterile scissors. 


2. With sterile forceps, 
one end of Vaseline* 
Sterile Petrolatum Gauze 
Dressing is pulled out, 
while envelope is held 
with other hand. The 
emerging end of dress- 
ing is applied to wound 
(at the same time that 
pleated portion is with- 


BAYBANK PHARMACEUT 


rawn/). 
drawn) . TIONS ON REVERSE SIDE 


\. = 


3. Application can be 
made with a motion sim- 
ilar to that used with a 
voller bandage. Dressing 
may be cut into strips or 
pads of preferred dimen- 
sion, or folded into thick- 
ness desired, or used full 


length. \ 
@. 
\ 


\ 


4. Close-up of filling 
operation by hooded and 
sterile-gowned operator, 
with automatic measur- 
ing machine, under ultra- 
violet lamps and glass 
shield. 


BAvBANK 


TRAOE mana 











Baybank Pharmaceuti- 
cals, Inc.—a subsidiary of 
the world-famous Chese- 
brough Mfg. Co. Cons'd 
—has been established to 
bring to the medical pro- 
fession a series of dis- 
tinctively new ethical 
medicaments, progres- 
sively formulated. au- 
thoritatively tested, and 
of lasting merit. 








VETS at 
Petrolatum Gau3e Dressing 


Sterile . 


cA 


s 









N 





always ready! 
always sterile! 


—for Local Application as Dressing, 


Covering or Packing 


Wherever a bland, non-adherent, non-irritant 
dressing may be required for burns or 
wounds—VASELINE* Petrolatum Gauze 
Dressings in Individual Sterile Packages are ever 
ready for instant use anywhere, any time! 

Each Baybank Dressing is a 3” x 36” strip of 
sterile, fine-meshed absorbent cotton gauze, 
uniformly saturated with sterile petrolatum, 
accordion-folded and heat-sealed in a 
moisture-proof, aluminum foil envelope. 
Baybank Dressings are handy for physicians’ 
bags, first-aid kits, ambulances, emergency wards. 
operating rooms, etc., and may be used at the 
site of an accident in factory, home or street—as 
well as in the hospital or doctor’s office. 

They can be used for a variety of indications 

by general practitioner, surgeon, 

industrial physician, et al. 


BAYBANK PHARMACEUTICALS, INC. 
Division of Chesebrough Mfg. Co. Cons’a 
17 STATE STREET, NEW YORK 4, N. Y. 


*Trade-Mark Reg. U. S. Pat. Off. 


\ 
Petrolatum Gauze Dressings 


in individual Sterile envelopes 
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ith this 
in hand 





"| (TTS 
4 . s e 
Digitalis 
(Davies, Rose) 
0.1 Gram 
(appre. 1% grains) 
CAUTION: To be - 
»{j dispensed only by or 
¢ ion of | 7 





Ne presc 
& physician 
. —. 
f B MaMiEs, a 00., Ltd. 
: Boston, Mass. U.S" A, 








P 





~~ ™ if 
Cardiologist 


is assured of 
Dependability in Digitalis Administration 


* * * 
Being the powdered leaves made into 
physiologically tested pills, 
all that Digitalis can do, these pills will do. 








Trial package and literature sent to physicians on request. 


DAVIES, ROSE & COMPANY, Limited 


Boston 18, Massachusetts 
D4 








Manufacturing Chemists, 
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ualified for 
Leadership 


GYNON-B 


(ESTRADIOL BENZOATE U.S.P. Xt? 


For more than a decade estradiol 

benzoate, available as 

ProcyNnon-B,* has remained the 

outstanding injectable estrogen 

which meets all qualifications 

for leadership: 

Natural in Origin: Estradiol is the pri 
mary follicular hormone.* 


“The most efficient’ of all in- 
preparations similar to natural | 


Potent: 
jectable 
estrogen. 
Prolonged in Action: A single injection |} 
is effective for several days. f 
Well Tolerated: ‘Freedom from by- 
effects’’* and *‘a maximum sense of well 
being’** are characteristic. 

Safe: + nontoxic 
single and accumulative dosage."** 


high 


in extremely 


Economical: “Its cost is far lower than 


that of estrone’ in view of the fewer in- 


jections required 


PACKAGING: Procyxox-B (Estradiol Benzoate 
U.S.P. XIII) Ampuls of 1 ce. containing: 0.16, 
0.33. 1.0 or 1.66 mg. (1000. 2000. 6000 or 10.000 


R.U.): boxes of 3. 6, 50 and 100 ampuls. Multiple 
dose vials of 10 cc. containing 0.16. 0.33 or 3.33 
mg. (1000. 2000 or 20.000 R.U.' per ce.; boxes of 
1 and 6 vials. 


BIBLIOGRAPHY: (1) MacCorquodale,. D. W.: * 
Thayer. S. A.. and Doisy. E. A.: J. Biol. Chem. 

115 :435. 1936. (2) McCullagh. E. P.: Cleveland 

Clin. Quart. 13 :166, 1946. (3) Eisfelder. H. W-.: 

J. Clin. Endocrinol. 2 :628. 1942. (4) Lane. F. E.: 

West. J. Surg. 52:313. 1944. (5) Dunn. C. W.: 

Am. J. Obst. & Gynec. 30:186. 1935. 


*& 





SCHERING CORPORATION LIMITED, MONTREAI 
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Intravenous infusion is “very often complicated by 
thrombosis”* of the injected vein. This damaging effect 
commonly follows injections of solutions containing 
amino acids, glucose, penicillin, sulfonamides and 
many other therapeutic agents. Obliteration of the 


LIQUAEMIN ‘Roche- Organon’ 


vein may be “to a large extent eliminated by adding offers these advantages: 


heparin to the infusion fluid.”* It has been recom- 





Uniform high potency 
mended that heparin be added to all infusion liquids —+—> and prompt action 
in doses of 1 mg per 100 cc of solution.** Larger doses 
of heparin are required with the more irritating solu- , ue — . 
tions—dosage varying with the type of solution and its 
concentration. Liquaemin ‘Roche-Organon’ is the pre- __ ; Action can be 
ferred heparin of many physicians because of its rapidly terminated 
assured potency and fhe extraordinary care taken dur- Stability without 
ing manufacture to safeguard against the introduction ~ | > refrigeration 
of pyrogens. Liquaemin provides 100 mg of sodium 
heparin in each 10-cc vial of sterile isotonic solution. ——> ea tee of 


ROCHE-ORGANON INC., ROCHE PARK, NUTLEY 10, N. J. 
*J. E. Jorpes, Heparin in the Treatment of 


Thrombosis, Oxford University Press, Lon- 
Hoparn don, 1946. **P .G. C. Martin, Brit. M. 2 


2:38, 1944. 








“ROCHE*ORGANON’ T.M. —tiquoemin—Reg. U.S. Pat. Off 











30 





SOUTHERN MEDICAL JOURNAL 




















Successful treatment in 
hypochromic anemias calls for 
more than just iron salts: the 
vitamins and liver, combined with 
iron have been found effective 
adjuvants in restoring a normal 
blood picture. Hemosulest’ Warner 
include not only adequate 
quantities of ferrous iron salts 
but also substantial, well- 
balanced amounts of 

the B-complex vitamins including 
folic acid — all of which have 
been found important in the 
regeneration of red blood cells. 


a 
~ Hemosules =e 


which are reasonably priced, will prove 
of benefit for patients who are “run down” 
or underweight and also for those who 
require a ‘pick up’ during convalescence 
from infectious diseases. 


in bottles of 96 and 250. 


*The minimum daily req for de has 
wot been established. 

©*The need for pyridoxine hydrochloride, calcium pan- 
tothenste and folic acid in buman nutrivien bas pot beca 
establisbed 





YTrademar WILLIAM R. WARNER & CO., INC. 
New York St. Louis 


Packaging: Hemosulest Warner’ 
—bematinic capsules—are available 


June 1948 
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Outstanding advantages of 
Acnomel’s special new vehicle... 
Acnomel’s superior vehicle embodies an entirely 


new principle in topical acne therapy. To this vehicle—a stable, 
grease-free. flesh-tinted hydrosol— ACNOMEL owes 


the following important advantages: 


It is easy to apply smoothly and evenly. 


Upon application. it dries in a few seconds. 


Its active ingredients are maintained in 
intimate and prolonged contact with | 


the affected areas. | 


It removes excess oil from the skin. 


It is readily washed off with water. 


It is economical, since there is no waste 


d 
J 
4 
d 
G 


Smith. Kline & French Laboratories, Philadelphia 


Acnome| 


a significant advance. clinical and cosmetic. 


in acne therapy 


during application. 
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The consensus of clinicians who 

have had considerable experience 

. with aurotherapy is that gold, 
Convenient despite its recognized toxicity, 


appears to be the most effective 


Dosage Strengths single agent available for the 
f 





treatment of active rheumatoid 
arthritis. 







fe 





Solution of Myochrysine is supplied in 1 cc. ampuls con- 
taining 10, 25, 50, and 100 mg. of gold sodium thiomalate, 
equivalent to 5, 12.5, 25, and 50 mg. of gold. 

The content of gold sodium thiomalate is indicated in 
large numerals on the label of each ampul, in order that 
the physician may readily distinguish the desired dosage 
strength. 





SOLUTION OF 


coumcit MY OCHRY S| NE ‘seceotee 


(Solution Gold Sodium 
Thiomalate Merck) 


for the treatment of active rheumatoid arthritis 





MERCK & CO., Inc. RAHWAY, N. J. 
Manufacturing Chemists 
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Lilly in India 


“IT IS TO THE HINDUs that we owe the first system of 
medicine,” states Wise. Other Western scholars 
have indicated that the Greeks are indebted to the 
ancient Hindus for the growth and development of 
medical knowledge. Since modern Western medi- 
cine is principally based on the Greek system, we 
are indirectly dependent, in some particulars, upon 
Indian medicine and surgery. 

The year 1869 marked the beginning of modern 
medical research in India. The ensuing years have 
witnessed the steady development of research labo- 
ratories in many parts of that country. 

The first Lilly medical service representative be- 
gan his calls on the physicians of India in 1931. To- 
day, the physicians in general and specialty practice, 





7, ete 






1 


A 15x 12 reproduction of this Raymond Breinin illustration 
is available upon request. 


as well as those connected with research institutions, 
are visited regularly. In 1947, a Lilly branch house 
was established in Bombay. Future developments 
in medical research in India will, whenever pos- 
sible, have the full co-operation and support of the 
Lilly organization. By these means are the dis- 
coveries of science developed into practical forms 
for the benefit of all. 














A Supplement to fine Surgery 





APPLICATION of Tincture ‘Merthiolate’ (Sodium Ethyl Mer- 
curi Thiosalicylate, Lilly ) to the operative field assures rapid 
elimination of many pathogenic organisms. Extra protection 
is afforded because ‘Merthiolate’ continues to inhibit and 
destroy organisms as they are released from sebaceous and 
sweat glands during the surgical procedure. ‘Merthiolate’ 
does not coagulate tissue proteins. Significant, too, is its 
compatibility with soap and other defatting agents. 
‘Merthiolate, the many-purpose antiseptic, is available in 
the following convenient-to-use preparations: 
‘Merthiolate’ Tincture 1:1 
‘Merthiolate’ Solution 1:1 
“Merthiolate’ Jelly 1:1,000 
‘Merthiolate’ Ophthalmic Ointment 1:5 
*‘Merthiolate’ Suppositories l 


EL! LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S. A. 
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@ stable in storage 


Fai 


@ easily administered 
: @ quantitatively absorbed 
high potency 


vitamin B complex 
& ascorbic acid 


LYO B-C Principal B-Complex Factors and Ascorbic Acid provides an accurate and 


positive means of treatment with the essential, water-soluble vitamins. « Preserved by 





the lyophile technic, indefinitely stable without refrigeration, and conveniently ad- 
ministered by intramuscular or intravenous injection, or addition to intravenous 
infusions, LYO B-C Vitamins assure total absorption of vitamins Bj). Bz (G), Bg. C, 
calcium pantothenate, and niacinamide. The dose is received quantitatively, thus 


avoiding the uncertainty and inefficiency of enteric absorption. « LYO B-C Vitamins 





are indicated for high potency treatment of water-soluble vitamin deficiencies 


encountered in surgery and in medical practice. Sharp & Dohme, Philadelphia 1, Pa. 


Each 5-cc. ‘VACULE’ vial contains: 
100 mg. 


Thiamine hydrochloride (vitamin B,) . ....... he 
SHARP Raetevin (vitem BD). . sw et tt ee . . 10mg. 
SE DOHME Pyridoxine hydrochloride (vitamin B) ........ . 10mg. 
Calepma pete ck tt . . 50mg. 


er a eee oe oe ae . . . 250 mg. 
ees eee CRE Sc 8 Ae ew es 200 mg. 


LYO B 


Principal B-Complex Factors and Ascorbic Acid 
For Parenteral Use 
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The KETO, or oxidized, form of all four of the bile 

acids normally present in human bile (cholic, desoxycholic, 
chenodesoxycholic and lithocholic) is the unique 

feature of Ketochol. In this form the bile acids are unusually 
low in toxicity, thus permitting the use of an adequate 
dosage to accomplish definite choleresis. 


KETOCHOL 


—converts the thick, tenacious secretion typical of 

bile tract stasis to thin, free-flowing bile, thereby 
encouraging emptying of the gallbladder and elimination 
of the products of congestion. 


Ketochol is the registered trademark of G. D. Searle & Co., Chicago 80, Illinois 


SEARLE 


RESEARCH IN THE SERVICE OF MEDICINE 
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TRASENTINE-PHENOBARBITAL 


RELAXES 





SPASM of SMOOTH MUSCLE 


Trasentine acts selectively on the smooth muscle “receptive 
substance” associated with parasympathetic nerve endings in the 
abdominal viscera—a fact that explains the relative 

absence of those side effects so often produced by atropine or 
belladonna. The neuro-musculotropic action of 

Trasentine is enhanced by the mild sedative effect of 


phenobarbital. 


Trasentine-Phenobarbital tablets contain Trasentine 50 mg. 
with phenobarbital 20 mg. 


@ Trasentine is also available without phenobarbital in tablets of 75 mg. 
suppositories of 100 mg., and ampuls of 50 mg. 


Ciba 


TRASENTINE (brand of adiphenine) Trade Mark Reg. U.S. Pat. Off. 


@® CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 
2/1376M 
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actions.” 





Neohetramine is by far the safest anti- 
histaminic. It maintains a high average of 
effectiveness and causes the fewest side re- 
actions. Only 1 per cent of 1000 patients 
had to discontinue treatment. 


Trial-and-error is the watchword in pre- 


Use the safest : 
antihistaminic first... 
Neohetramine 


Friedlaender, S., and A. S. Friediaender, American 
College of Physicians, Milwaukee, 15 Nov. 1947. 


“Clinically, Neohetramine has an advantage over 
all other antihistaminics investigated; in that it is 
extremely well tolerated, and may often be used suc- 
cessfully in patients who are unable to take other 
drugs of this series because of unpleasant side 





sc a a a lk oi iain 


scribing antiallergic drugs. Idiosyncrasies of 
the patient make it difficult to foresee which 
antihistaminic will afford the greatest symp- 
tomatic relief—or cause the lowest incidence 
of side effects. Therefore—try the safest anti- 


histaminic first. 


Dosage: 50 to 100 mg. three or four times a day, preferably 
after meals and at bedtime. 


Neohetramine_ 


TRADEMARK 


BRAND OF THONZYLAMINE HYDROCHLORIDE 
N, N-dimethyl-N’-p-methoxybenzylI-N’-(2-pyrimidyl) ethylenedi- 
amine monohydrochloride, made by Nepera Chemical Co., Inc. 
25, 50, and 100 mg. tablets, bottles of 100 and 1000. 


» PHILADELPHIA 3, PA. [24g 
® 


DISTRIBUTED BY 
WYETH INCORPORATED 
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Hope for the “nelvic cripple’... 











Chronic inflammation of the adnexa resulting 
in a fixed uterus, enlarged tortuous tubes with 
induration of the broad ligaments presents a 


therapeutic challenge to the physician. 


In the treatment of chronic salpingitis and its 
sequelae, Jacobson’s Solution produces objective 
evidence of improvement as well as subjective 


relief of pain and discomfort. 


Diminution in size or disappearance of 
inflammatory masses has been noted even in 
cases refractory to other types of therapy. Both 
pharmacological and clinical studies have shown 
that its use produces increased vascularization— 
thereby establishing optimal conditions for the 
reduction of inflammation and absorption of 


exudate. 


On this sound basis of pharmacological 
evidence and clinical effectiveness, Jacobson’s 
Solution presents a therapeutic answer to an old 


problem—the chronically inflamed female pelvis. 


Jacobson’s solution YW sx... 


Painless upon administration and non-toxic. 


HOW ADMINISTERED 
Optimal results are obtained by a daily intramuscular injection of 1 
cc. for 12 consecutive days. When this is not feasible, a minimum of 
3 injections per week for four weeks should be given. Course may be 
repeated after an interval of 7 to 10 days. 


For samples and literature, please address 


E. Fougera & Company, Inc. * 75 Varick St * New York N Y 
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POT Iey yey 


DEVEGAN 


Windsor, Ont. 





VMI, 
~s » ~ 





WINTHROP-STEARNS 
AP ED 





£% * 

Physician control and convenience for the patient in effectively treating trichomonas 
vaginitis is the combination therapy offered by Devegan. With this routine, one 
may readily combat the most intractable cases of trichomonas vaginitis. The arsonic 
acid component (acetylaminohydroxyphenylarsonic acid) of Devegan destroys the 
organisms, while the carbohydrate constituent establishes the proper environment for 
healthy vaginal flora. - Office treatments are simplified by insufflation of Devegan 
powder. (Holmspray insufflator No. 3662 fits the one ounce bottle, and No. 622 
the 10 gram vial.) Daily or less frequent insufflations are given depending upon the 
severity of the condition. The usual recommendation for follow-up treatments at 
home is the insertion of one Devegan tablet at night before retiring; this to be 
repeated in the morning if indicated. Winthrop-Stearns Inc., New York 13, N. Y., 
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DEVEGAN powder for office insufflation in 10 gram vials and 1 oz. and 8 oz. bottles. 
DEVEGAN tablets for home treatment in boxes of 25 and 250. 
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0 Are there any Council Approved in- 
dications for testosterone IN THE 
FEMALE? 


SOUTHERN MEDICAL JOURNAL 


TO IMPORTANT QUESTIONS 


on ANDROGEN THERAPY 


Yes—in selected cases of meno- 
metrorrhagia, postpartum breast 
engorgement, and for suppression 
of lactation. 


ft] Which brand of androgenic prep- 
arations bears the seal of Council 
Acceptance? 


A The only brand of androgenic prep- 
arations accepted by the Council 
on Pharmacy and Chemistry of the 
American Medical Association is 
Testosterone Propionate “Rare” 
and Methyl Testosterone “Rare”. 





0 What is the comparative efficacy of 
methyl testosterone and testosterone 
propionate? 


A Methyl testosterone is as effective 

orally as one-third to one-fourth 

the amount of injected testos- 
terone propionate. 





0 What is the comparative potency of 
testosterone and testosterone pro- 
pionate on injection? 





A Testosterone propionate elicits a 
greater maximum response and 
exerts more prolonged effect than 
equal doses of free testosterone. 
Daily injection of 0.1 mg. of testos- 
terone propionate into castrated 
rats for ten days resulted in growth 
of the seminal vesicles to a size 
five times as great as when an 
equivalent amount of free testos- 
terone was used. 





Testosterone Propionate “Rare” and Methyl Testosterone “Rare” 
ARE COUNCIL ACCEPTED 


SUPPLIED: 

Testosterone Propionate "Rare": 1 cc. 
ampules, 5, 10 and 25 mg., in boxes 
of 3, 6 and 50; also 10 ce. vials, 
25 mg. per cc., and 6 cc. vials, 50 mg. 
per cc. 


Methyl Testosterone “Rare”: Scored 
tablets, 10 mg. (white) and 20 mg. 
(pini@; bottles of 30 and 100. 


Rare Chemicals, Inc. 


HARRISON, NEW JERSEY 
West Coast Distributors 
GALEN COMPANY, Richmond, Calif. 
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\ ‘© He too can afford a Unicap* a day... only 2.7¢** 


“s~@ He too can not afford to be without the vitamin adequacy 
made simpler, more certain and more economical 
with a Unicap a day. 


In the past 5 years 2.7c buys less and less food, less shelter 
and less clothes 


BUT 2.7c buys more and more vitamins — all these 


Vitsmin A ....:................. 50 USP. anita 
Te oe. 500 U.S.P. units 
Ascorbic Acid (C) ...................---.------.31.9 Mg, 
Thiamine Hydrochloride (B,) ------.------- 2.5 mg. 
I Cais ge 2.5 mg. 
Pyridoxine Hydrochloride (B,) -----...----- 0.5 mg. 
Calcium Pantothenate......................... 5.0 mg. 





Nicotinic Acid Amide (Nicotinamide)...20.0 me. 
FINE PHARMACEUTICALS SINCE 1886 ae Rae nee See ia 


i @ Unicap a day 


*Trademark, Reg. U.S. Pat. Off. **Available in the most eco- 
nomical bottle of 250 Unicaps; also in low cost units of 100 and 24. 
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“MERCURIAL DIURETICS IN HEART FAILURE.—... They often 
yield splendid results in individuals in whom physical signs of 
dropsy are lacking but water retention is demonstrated by the 
large loss of weight that follows the administration of a diuretic.’ 
Fishberg, A. M.: Heart Failure, 2nd Ed., Phila., Lea & Febiger, 1946, p. 733. 


“IN PERSONS WITH HYPERTENSION and in instances of heart 
failure with pulmonary congestion but without peripheral 
edema, mercurial diuretics may be helpful in hastening the loss 
of sodium or in permitting a somewhat more liberal diet. . . . 
In most cases hypertensive patients with normal blood urea 
levels can be safely tried on sodium depletion.” 

The Treatment of Hypertension, editorial, J. A. M. A. 135:576 (Nov. 1) 1947. 


“... [By] the more frequent usage of the mercurials in cardiac 
dyspnea the attending physician ... PROLONGS THE LIFE AND 


COMFORT of his patient.” 
Donovan, M. A.: New York State J. Med, 45:1756 (Aug. 15) 1945. 


@ 
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NIAGAHNAOAAN 


MeRCURYDRIN 


Meralluride Sodium Solution 


well lolerated focally, a d6welic of chotce 


@ “Local effects of intramuscular injection. ... The results 
strongly favored MERCUHYDRIN.” 
Modell, W., Gold, H. and Clarke, D. A.: J. Pharm. & Exper. Therap. 84:284 (July) 1945. 


® “The authors favor the administration of mercury intramuscularly 


rather than intravenously and for this purpose employ 
preparations such as MERCUHYDRIN.” 
Thorn, G. W. and Tyler, F. H.: Med. Clin. North America (Sept.) 1947, p. 1081. 

e “The results of our experiments suggest that the greatest 
cardiac toleration for a mercurial diuretic occurs with 
MERCUHYDRIN.” 

Chapman D. W. and Shaffer, C. F.: Arch. Internal Med. 79:449, 1947. 
@ “We have limited the use of chemical diuretics almost 


entirely to... MERCUHYDRIN.” 
Weiser, F. A.: Grace Hospital Bulletin, Detroit (Jan.) 1947, p. 25. 
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» INC. MILWAUKEE 1, WISCONSIN 
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CS to revive 
normal interest 
and activity 


‘Dexedrine’ is of unequalled value 
for the depressed patient. 

Not only does Dexedrine 

produce striking improvement 

in mood and outlook—but, 


because of the unique 





‘smoothness’ of its action, 
it spares the patient the 
disturbing consciousness of 
“drug stimulation.” 

Smith. Kline & French 


Laboratories. Philadelphia 


Dexedrine 
Sulfate °"" 


tablets 
the central nervous stimulant Of ChOICE  (dextro-amphetamine 


$T.M. REG. U.S. PAT OFF sulfate. 5. x. F.) i 
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an aqueous solution of 
fat-soluble and 
water-soluble vitamins 

for intramuscular injection* 


Each 2 cc. ampul provides 

in aqueous solution: 

Vitamin A—10,000 U.S.P. Units 
Vitamin D —1,000 U.S.P. Units 
Thiamine HC! (B,}—10 mg. 
Riboflavin (8,)— 1 mg. 
Pyridoxine HCI (B,)— 3 mg. 
Niacinamide—20 mg. 

Ascorbic Acid (C)—50 mg. 
Alpha-Tocopherol (E)— 2 mg. 


for intramuscular injection 


1. Ready to inject—no mixing, 

no diluting, no heating. 

2. Free from local irritation, characteristic 
of parenteral oil solutions. 


*special process developed in 


U. S. Vitamin Corporation research laboratories 
and protected by U. S. Patent No. 2,417,299. 


u. Ss. vitamin corporation 


casimir funk laboratories, inc. (affiliate) 
250 E. 43rd Street © New York 17,N.Y. 











Detailed literature 
and sample 
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safe prolonged obstetric analgesia 


saddle 


erence 


block i 
with 


HEAVY ( 
NUPERCAINE / 


An intraspinal injection of onl}, 375" ihg. 
(%5 gr.) of Nupercaine will usually\bleck-— 


sensory impulses from the uterus and biit 





sa 
Jj} 









canal for 142 to 3 hours. 


The inherent safety of the saddle block method 
is enhanced by the wide therapeutic margin 
of intraspinal Nupercaine. 

Now in a single ampul, Heavy Nupercaine 
(Nupercaine 1:400 and 5% dextrose) may be 
injected without mixing and without dilution. 
Comprehensive brochure with extensive 


bibliography is available on request. 


Heavy Nupercaine — ampuls of 2 cc. in cartons of 10. 
Sales limited to hospitals. 


For further information write Medical Service Division. 


@ CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT. N. 


Ciba 


NUPERCAINE (brand of dibucaine) Trade Mark Reg. U.S. Pat. Off @ 
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WALNCH 


DUNCIL-AGCEPTED VITAMIN DROPS 


wa, 
V ry 
MIAMIy PE KER 


eu 
ty 
er 
n 


Uc 
On wel nc 
Ork 





Potent, convenient, flexible dosage form 
Designated for use in pediatrics and geriatrics 


VITAMIN CONCENTRATED 


OLEO VITAMIN 


€ DROPS a.pD DROPS 


Each drop supplies 5 mg. of : . 

vitamin C Each drop supplies 2,000 units 
vitamin A, 333 units vitamin D 

Supplied in dropper bottles of 

15 ec. Supplied in dropper bottles of 


15 cc. and 60 cc. 





1A VITAMIN PRODUCTS, INC. Mount Vernon, N.Y. 
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Significant Chnical Results 
in Certain Allergic Disorders 


Extensive clinical investigation has established that: 
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% Neo-Antergan produces EFFECTIVE SYMP- 
TOMATIC RELIEF in a high percentage of 
patients with certain allergic manifestations. 


% This remarkably efficient histamine an- 
tagonist possesses a WIDE MARGIN OF 
SAFETY. 


%* Patients who fail to respond satisfactorily to other therapeutic 
methods may receive effective symptomatic relief from Neo-Antergan. 


The majority of patients readily tolerate the 
average therapeutic dose of 50 mg., two to 
four times daily. In some cases, 25 mg., two 
to four times daily, will afford appreciable 
symptomatic relief with minimal side effects. 
Side reactions, when they occur, have been 
found to be generally mild and transient. 


Discontinuance of treatment has been nec- 
essary only in approximately 1)2 per cent 
of patients. 


Your local pharmacy stocks Neo-Anter- 
gan in 25-mg. and 50-mg. tablets, supplied 
in packages of 100 and 1,000. 


INDICATIONS: 


ECZEMA * 


HAY FEVER e¢ PRURITUS e¢ URTICARIA «¢ VASOMOTOR RHINITIS «¢ ATOPIC DERMATITIS 


ALLERGIC DRUG REACTIONS . and certain other allergic disorders. 


NEO-ANTERGAN 


(Brand of Pyranisamine Maleate) 


® 
MALEATE 


(N-p-methoxybenzyl-N’‘, N’-di- 
methyl-N-a-pyridylethylene- 
diamine maleate) 


= 
° 
* 


MERCK & CO.,Inc. 


Manufacturing Chemists 


RAHWAY, N. J. \ 














48 


SOUTHERN MEDICAL JOURNAL June 1948 





One of America’s ‘Fine Institutions 





Dedicated to the Scientific Treatment of Nervous and Mental Disorders . . . 
...Ina Setting of Inviting Friendliness and Simple Grace . . . Elevation 1,200 Feet 
Newdigate M. Owensby, M.D., Psychiatrist-in-Chief 


Atlanta Office, 384 Peachtree Street _ Reservation Necessary 
Be- wie "t Mary, Asendoe Plrsssn BROOK HAVEN MANOR SANITARIUM 
Elizabeth Hancock, Psycho-Therapist STONE MOUNTAIN, GA. 


85 Consulting Physicians and Surgeons 
We do not treat acute alcoholic intoxication or narcotic addiction 














APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, 
alcohol and drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled 
all year round climate for health and comfort. All natural curative agents are used, such as 
physiotherapy, occupational therapy, shock therapy, outdoor sports, horseback riding, etc. Five 
beautiful golf courses are available to patients. Ample facilities for classification of patients. Rooms 
single or en suite with every comfort and convenience. 


For rates and further information write Appalachian Hall, Asheville, N. C. 
Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 




















Vol. 41 No. 6 SOUTHERN MEDICAL JOURNAL 49 





Lovs OF LIVER—Two pounds of edible beef 
liver go into each pint of Bépron Fortified. 
Fractionation is reduced to the minimum. 
A high degree of palatability is achieved. 
When you prescribe Bépron your anemia 
patients get the equivalent of 2 ounces of 
whole liver in each fluidounce, the daily dose. 

This daily dose also supplies 3 grains of 
saccharated ferrous iron, free of unpleasant 
taste (equivalent to 9.6 grains of dried 
ferrous sulfate), and contains 5 mg. of folic 
acid, 2 mg. of thiamine hydrochloride, 2 mg. 


of riboflavin, 15 mg. of niacinamide. 
cA P 
DY C) oy 0 


FORTIFIED 


























WYETH INCORPORATED Wyeth PHILADELPHIA 3, PA. 
® 




















SOUTHERN MEDICAL JOURNAL 





CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addictions to alcohol and drugs. 
Established 1907 


NASHVILLE, TENNESSEE 


TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 


RICHMOND, VIRGINIA 


This is a private Hospital for the Neuro- 
logical Practice of Drs. Beverley R. Tucker, 
Howard R. Masters and James Asa Shield. 


The Tucker Hospital is for the treatment 
of nervous and endocrine diseases. There 
are departments of massage, medicinal exer- 
cises, hydrotherapy and physiotherapy. The 
Hospital is large and bright, surrounded 
by a lawn and shady walks, large verandas 
and has a roof garden. It is situated in 
the best part of Richmond and is thoroughly 
and modernly equipped. The nurses are 
specially trained in the care of nervous cases. 
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McGUIRE CLINIC 


Twenty-Fifth Anniversary 


1923-1948 


ST. LUKE’S HOSPITAL 


General Medicine 
James H. Smith, M.D. 
Hunter H. McGuire, M.D. 
Margaret Nolting, M.D. 
John P. Lynch, M.D. 
W. T. Thompson, Jr., M.D. 
Wm. H. Harris, Jr., M.D. 


Orthopedic Surgery 
Wm. Tate Graham, M.D. 
James T. Tucker, M.D. 
Beverley B. Clary, M.D. 


Urology 
Austin I. Dodson, M.D. 
Chas. M. Nelson, M.D. 


Sixty-Sixth Anniversary 


1882-1948 
Richmond, Va. 


General Surgery 
Stuart McGuire, M.D. 
Webster P. Barnes, M.D. 
John H. Reed, Jr., M.D. 


John Robert Massie, Jr., M.D. 


Otolaryngology 
Thos. E. Hughes, M.D. 


Dental Surgery 
John Bell Williams, D.D.S. 
Guy R. Harrison, D.D.S, 


Obstetrics 
H. C. Spalding, M.D. 
W. Hughes Evans, M.D. 
James M. Whitfield, M.D. 
William T. Moore, M.D. 
Joseph C. Parker, M.D. 
Ophthalmology 
Francis H. Lee, M.D. 
Bronchoscopy 
George A. Welchons, M.D. 


Roentgenology 

J. Lloyd Tabb, M.D. 
Pathology 

J. H. Scherer, M.D. 
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The potency and efficiency of the new colorless, antimalarial specific, Aralen 
diphosphate (SN-7618), has greatly simplified treatment and suppression of 
malaria. The dosage scheme is very simple: For adults, 4 tablets initially; 

2 tablets after six to eight hours and 2 tablets on each of two consecutive 

days (totaling 10 tablets in three days). This eradicates infection 

due to Plasmodium falciparum and terminates the acute attack of 
Plasmodium vivax infection. 


Aralen diphosphate has been thoroughly investigated under the 
auspices of the National Research Council. 


Available in tablets of 0.25 Gm., tubes of 10 and 
bottles of 100 tablets. 





Write for Informative Booklet. 


ARALEWN DIPHOSPHA TE 


Brand of chloroquine diphosphate 






ARALEN, trademark 
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ALLEN’S 
INVALID HOME 


Established 1890 
MILLEDGEVILLE, GEORGIA 


For the treatment of 
Nervous and Mental 
Diseases 


Grounds 600 Acres — Buildings, Brick 
Fireproof — Comfortable — Convenient 


Site High and Healthful 


E. W. ALLEN, M. D. 
Department for Men 


H. D. ALLEN, M. D. 
Department for Women 


Terms Reasonable 








St. Elizabeth’s Hospital 


Richmond 20, Virginia 


STAFF 


Guy W. Horsley, M.D., General Surgery and Gyne- 
cology 

Leroy Smith, M.D., Plastic and General Surgery 

D. Coleman Booker, M.D., General Surgery and 
Gynecology 

Austin I. Dodson, M.D., Urology 

Charles M. Nelson, M.D., Urology 

Douglas G. Chapman, M.D., Internal Medicine 

Elmer S. Robertson, M.D., Internal Medicine 

Fred M. Hodges, M.D., Roentgenology 

L. O. Snead, M.D., Roentgenology 

Hunter B. Frischkorn, Jr., M.D., Roentgenology 

Randal A. Boyer, M.D., Roentgenology 

Howell F. Shannon, D.D.S., Dental Surgery 

Helen Lorraine, Medical Illustration 


Visiting Staff 


James P. Baker, Jr., M.D., Internal Medicine 
W. K. Dix, M.D., Internal Medicine 

Marshall P. Gordon, Jr., M.D., Urology 
William H. Higgins, M.D., Internal Medicine 
Harry J. Warthen, Jr., M.D., Surgery 


Administration 
N. E. PATE, Business Manager 


The operating rooms and all of the front bedrooms 
are completely air-conditioned. 
School of Nursing 


The School of Nursing is affiliated with The Johns 
Hopkins Hospital School of Nursing for a three- 
months’ course each in Pediatrics and Obetetrics. 


Address: Director of Nursing Education 














THE WALLACE SANITARIUM 


Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases, 


Drug Addiction and Alcoholism. 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND 20, VIRGINIA 


Medicine: Surgery: 
ALEXANDER G. BROWN, JR., M.D. CHARLES R. ROBINS, M.D. 
MANEFRED CALL, III, M.D. STUART N. MICHAUX, M.D. 
M. MORRIS PINCKNEY, MD. A. STEPHENS GRAHAM, M.D 
ALEXANDER G. BROWN, III, M.D. CHARLES R. ROBINS, JR., M.D 
JOHN D. CALL, M.D ee On See at 
Obstetrics and Gencedienss RICHARD A. Sie 
WM. DURWOOD SUGGS, M.D. Urological Surgery: 
SPOTSWOOD ROBINS, M.D. FRANK POLE, M.D. 
Orthopedics: MARSHALL P. CORDON, JR.. M.D. 
BEVERLEY B. CLARY, M.D. oO L s 
ra een 
> UY R. HARRISON, D.D.S. 
CHARLES PRESTON MANGUM, M.D. Roentgenology end Radiology: 
Ophthalmology, Guieeotonrs FRED M. HODGES, M.D. 
- L. MASON L. O. SNEAD, M.D 
Pe Soe HUNTER B. FRISCHKORN, JR.. M.D. 
RECENA BECK, MD. RANDAL A. BOYER, M.D. 
Bacteriology: Physiotherapy: 
FORREST SPINDLE MOZELLE SILAS, R.N., R.P.T.T. 
Director: 
MABEL E. MONTGOMERY, R.N., M.A. 











BRAWNER’S SANITARIUM 


Established 1910 
Smyrna, Georgia (Suburb of Atlanta) 


FOR THE TREATMENT OF 
Nervous and Mental Illnesses, Drug and Alcohol Addictions 


JAS. N. BRAWNER, M. D., Medical Director 
ALBERT F. BRAWNER, M.D., Dept. for Men JAS. N. BRAWNER, JR., M.D., Dept. for Women 











HOYE’S SANITARIUM 


“In the Mountains of Meridian’ 


MERIDIAN, MISS. 


Diagnosis and treatment of :nild nervous 
and mental diseases and alcoholics. Narcotic 
cases admitted under no circumsiances. Shock 
Therapy (Insulin, Metrazol Flectro-Shock). 
Other approved treatment: Patients too 
violent, noisy and untidy no: s:cepted. Con- 


sulting physicians. 


Dr. M. J. L. Hoye, Supt. 


Fellow of the American Psycii.'': Association 
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Aluminum PENICILLIN. 








Aluminum Penicillin Oral Tablets provide for maximum utili- 
zation of the dose administered. Low solubility of the aluminum 
salt renders it much less liable to inactivation in the stomach. De- 
struction in the intestinal tract is inhibited by the addition of sodium 
benzoate. 


Aluminum Penicillin in Oil for. intramuscular injection is a 
bland suspension of the new relatively insoluble aluminum salt of 
penicillin in peanut oil alone. Fluid at body temperature, it has the 
outstanding advantages of not causing pain or sterile abscesses. 
Slow absorption is accomplished by the slight solubility of the drug 
itself. 

Aluminum Penicillin Oral Tablets. 12 tablets, 50,000 units each. 

Aluminum Penicillin in Oil. 1 ce. size ampules, 300,000 units per 
cubic centimeter. 


* Patent applied for, 





BALTIMORE 
MARYLAND 
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URETHROGRAPHY* 


A DIAGNOSTIC AID IN DISEASES OF THE 
LOWER URINARY TRACT 


By Witu1aMm E. Goopyear, M.D.* 
Donatp E. Bearp, M.D.* 
and 
H. STEPHEN WEENS, M.D 
Atlanta, Georgia 


Although urethrography is almost as old as 
roentgenography itself, it has been accepted for 
common use in the hands of only a few groups. 
Many advances have been made toward per- 
fection of the method as a diagnostic procedure, 
and it has been sporadically emphasized by 
many writers here and even more abroad. The 
present writers believe that it is a valuable 
method for accurate diagnosis of certain dis- 
eases of the lower urinary tract and that it 
gives more complete information about most of 
the afflictions of the urethra and its adnexa. 

Cunningham, in 1910, first demonstrated 
stricture of the anterior urethra using 50 per 
cent “argyrol,’ but the posterior urethra was 
not visualized until Haudek in 1921 pointed out 
the necessity for injection of the contrast me- 
dium during the x-ray exposure. Beclere and 
Henry in 1922 emphasized the oblique position. 
Sicard and Forestier in 1924 introduced iodized 
oil as a non-irritating opaque medium. Flocks 
in 1933 initiated the method probably most 
employed in this country today, utilizing a 
radiopaque jelly for the urethrogram in combi- 
nation with air cystography. Edling in 1945 





*Read in Section on Radiology, Southern Medical Association, 
Forty-First Annual Meeting, Baltimore, Maryland, November 
24-26, 1947 

*This study was made possible by a grant from G. D. Searle 
& Company, Chicago, IIl., makers of Iodochlorol, the contrast 
medium employed. 

+Department of Urology, Emory University School of Medicine 
and Grady Hospital. 


tDepartment of Roentgenology, Emory University School of 
Medicine and Grady Memorial Hospital. 


stressed micturition studies in conjunction with 
the usual retrograde injection. 


It has been our experience that the employ- 
ment of such time-consuming and expensive 
variations as multiple films, double contrast 
media, and micturition studies are unnecessary 
except in rare instances. A simplified procedure 
using one medium and a single exposure give 
satisfactory results for routine examinations. It 
is inexpensive and relatively painless, requiring 
less than ten minutes to perform properly. 


Urethrography is considered an adjunct to 
other methods of examination of the lower 
urinary tract. It does not render such time- 
proven methods as palpation, urethral calibra- 
tion, endoscopy, and cystoscopy unnecessary. 
It does, however, offer information which can- 
not be obtained by the other methods about a 
few diseases. 


Such graphic and exact portrayal of the path- 
ology eliminates errors and variations to which 
clinical examination is subject. It permits a 
visualization which physical and instrumental 
examination alone cannot provide and in itself 
is a permanent record which could hardly be 
equalled by description. 


Because of its simplicity and diagnostic value, 
the urologist is not likely to discard the pro- 
cedure after its adoption. 


TECHNIC 


No special equipment is needed other than 
that usually found in the urologist’s office or 
hospital clinic. The injection may be accom- 
plished with an “asepto” syringe or by one of 
the several instruments devised for the pur- 
pose. The latter method has the advantage of 
protection to the operator’s hand from x-ray 
exposure and uniformity of results. We have 
obtained satisfactory. service from the instru- 
ment devised by Brodny. 
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The desirable qualities of a contrast medium 
in urethrography are fulfilled by an iodized 
oil: sufficient viscosity, high radiopacity, non- 
toxicity, reasonable cost, and convenience for 
use since it is furnished in individual sterile 
vials. In our experience aqueous and gelatinous 
media do not demonstrate the pathology of 
the anterior urethra so accurately as oil. We 
employ 27 per cent sodium iodide in peanut oil. 


A forty-five degree oblique position is used 
with an eleven by fourteen inch x-ray film cen- 
tered on the pubic symphysis. Moderate trac- 
tion is applied to the penis for the purpose of 
obliterating folds of the urethral mucosa and 
the angle of the peno-scrotal junction. Twenty 
to thirty cubic centimeters of the oil are in- 
jected, and the x-ray exposure made while the 
last few cubic centimeters are being intro- 
duced. Normal respiration is continued by the 
patient during exposure, as it allows a normal 
state of the external urinary sphincter. 


THE ANTERIOR URETHRA 


The urethra is well suited for 
roentgenologic study with con- 
trast medium because practically 
all of its diseases produce char- 
acteristic distortion of the lumen. 
The urethrogram when properly 
interpreted gives a composite pic- 
ture of the entire urethra and 
bladder neck, and variations from 
the normal are clearly depicted. 
Each segment of the urethra may 
be visualized, so that the disease 
process can be recognized and its 
location and severity determined 
( Figs. 1 and 2). 


The anterior urethra is so 
readily available to palpation and 
instrumental examination that 
many cannot see the need for ure- 
thrography. These former meth- 
ods are important but the urethro- 
gram adds detail and occasionally 
may be the only source of accurate 
diagnosis. 


The management of urethral 
stricture is an excellent example. 
With the exception of acute 
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urethritis and stenosis of the meatus, stricture 
is probably the most common disease of the 
anterior urethra. It is not a simple constriction 
but a serious and complicated pathologic process 
(Fig. 3). 

It is a common practice merely to determine 
the existence of stricture by instrumentation. 





Fig. 1 
Normal urethrogram. 





Fig. 2 
Drawing superimposed upon actual urethrogram. 
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It is true that obstruction may be thus detected, 
but strictures vary as to location, length, and 
caliber. They may be multiple, and complica- 
tions such as sinus, fistula, and false passage 
are common. A short single stricture or false 
passage or fistula may be removed surgically, 
but such an attempt would be useless in the 
event of multiple strictures, a stricture involv- 
ing the whole length of the urethra, or multiple 
sinuses too extensive for removal (Figs. 4 and 
5). These featires of urethral disease can be 
demonstrated best by urethrography. which 
makes it a sound basis for management of 
urethral stricture. Subsequent to operation or 
dilatation therapy, equally 


urethrography is 





Fig. 3 
Urethral stricture. 





Fig. 4 
Postoperative urethrogram after excision of stricture. 
Same case as Fig. 
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valuable as an index to progress and the need 
for further therapy. 

The diagnosis of injury to the urethra is 
often easily established by history and physical 
examination, but the exact nature and severity 
are not easily determined. Swelling and dis- 
tortion of the penis due to hemorrhage in the 
corpora may falsely suggest urethral rupture, 
whereas actual rupture may be belied by the 
patient’s ability to void or to be catheterized. 
Urethrography definitely demonstrates any dis- 
ruption of the lumen by extravasation of the 
contrast medium (Fig. 6). False passage when 
recently incurred is similarly diagnosed, whereas 
after healing it is seen as an accessory channel 
(Figs. 7 and 8). 

Inflammations of the urethral adnexa fre- 
quently give characteristic variations from the 
normal urethrogram. Periurethral abscess, Cow- 
per’s abscess, and multiple small inflammations 
of the glands of Littré are demonstrated by 
filling of their cavities by the contrast medium. 
In the diagnosis of inflammatory lesions of 
the external genitalia and perineum, clinical 
methods may suffice, but at times real difficulty 
may be encountered in differentiating periure- 
thral phlegmon from those of rectal or super- 





Fig. 5 
Extensive urethral stricture resulting from urinary extrava- 
sation. Note contrast medium in dorsal vein and also 
prostatitis. 
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ficial origin. When these inflammations arise 
from the urethra or its adnexa, urethrography 
demonstrates the predisposing pathology as well 
as the and its actual communication 
(Fig. 9). Suppurations which have their origin 
in the rectum or superficial tissues do not affect 
the urethrogram. Sinuses and fistulae, which are 
common complications of the above mentioned 
urethral pathology, are well visualized. 


abscess 


Primary urethral calculi usually occur as a 
result of obstruction by stricture, which inter- 
feres with instrumental examination. Further- 
more, these calculi are occasionally non-opaque 
and not demonstrated by x-ray. They are shown 





Fig. 6 
Rupture of bulbous urethra due to straddle injury. 





Fig. 7 
Progress study upon preceding case, 2 weeks after injury. 
Note beginning stricture formation 
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by urethrography as a filling defect. Urethral 
tumors and non-opaque foreign bodies are simi- 
larly demonstrated. 


THE MEMBRANOUS URETHRA 


The relatively small portion of the urethra 
surrounded by the external sphincter is of great 
importance because of its function of urinary 





Fig. 8 
False passage, healed. Result of improper sounding. 





Fig. 9 
Periurethral abscess, showing filling of abscess cavity. 
Note stricture as predisposing pathology. 
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control. It is clearly demonstrated on urethrog- 
raphy by its narrowed lumen and its position 
between the bulbous and prostatic portions. 
Disturbances of the sphincter may be shown 
by distortion of this lumen. 


The membranous urethra is not uncom- 
monly ruptured in fracture of the pelvis or 
penetrating wounds. In all these injuries the 
possibility of injury to the urinary tract must 
be considered. Early after injury urethrography 
shows disruption of the lumen and extravasa- 
tion of the contrast medium. The results of 
healing may show a normal membranous ure- 
thra or a badly constricted and distorted one 
due to poor apposition of the torn ends. The 
roentgenologic demonstration is much more sat- 
isfactory and informative than that gained by 
palpation and instrumental examination. 

Too often there is injury to the external 
sphincter following perineal or transurethral 
surgery. Urethrographic study is excellent. for 
checking the result of perineal prostatectomy, 
and the ability of the patient to void normally 
is often predicted with accuracy (Fig. 10). 


THE POSTERIOR URETHRA 


The diseases affecting the posterior urethra 
are those of the prostate gland. Here again 
urethrography is an invaluable adjunct to the 
other methods of examination. Prostatic dis- 
ease is so varied and complicated that all pos- 
sible diagnostic facilities are needed. 


Few urologists will deny having been de- 
ceived as to the size of a prostate. Also the 
differential diagnosis between hyperplasia, car- 
cinoma, and inflammation of the prostate is 
often most difficult. 

Although urethrography alone may not be 
absolutely diagnostic, it is helpful in all cases 
of prostatic disease. When correlated with all 
other features of the history and examination, 
it usually leads to the correct diagnosis. The 
method is relatively painless compared to in- 
strumentation and often must be relied upon 
when an instrument cannot be passed through 
the enlarged prostate. Even when urethroscopy 
is feasible it may not be reliable, for the rigid 
instrument frequently must distort the pros- 
tatic urethra in order to traverse it. A lobe or 
lobes may be markedly displaced so’ that vis- 
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ualization, though accomplished, is erroneous. 
On the other hand, urethrography gives a true 
depiction of the length, caliber, and course of 
the posterior urethra. 

Hyperplasia of the prostate is denoted by a 
characteristic urethrogram. Enlargement of the 
gland causes an increased length of the pros- 
tatic urethra. Since enlargement occurs on the 
posterior and lateral aspects of the urethra, there 
is typically an anterior displacement and angula- 
tion of the urethra from the external sphincter 
up to the bladder neck. This appears as a gentle, 
constant curve, with the uppermost extremity 
frequently almost at a right angle from the 
portion adjacent to the membranous urethra. 
Intraurethral protrusion is primarily from the 
lateral lobes, and when this is marked it causes 
a widening of the antero-posterior diameter 
along with the flattening from side to side. The 
urethrogram shows these features very clearly, 
for the viscosity and opacity of the iodized oil 
are well suited for demonstration of these 
variations (Figs. 11 and 12). 

Carcinoma of the prostate and prostatitis 
cause changes in the posterior urethra, but the 
urethrographic picture is not so characteristic 
as in hyperplasia. No claim should be made that 





Fig. 10 
Radical perineal prostatectomy 3 weeks postoperatively, 
showing normal external sphincter. 
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carcinoma can be definitely diagnosed by the 
urethrogram. It is simply another valuable aid 
to be used along with all possible diagnostic 
facilities in this difficult disease. The major 
point of confusion is that carcinoma and in- 





Fig. 11 
Prostatic hyperplasia. Note elongation of posterior urethra 
and flattening from side to side. 





Fig. 12 
Note elongation, anterior angula- 
from side to side of posterior 


Prostatic hyperplasia. 
tion, and flattening 
urethra. 
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flammation of the prostate often cause similar 
changes in the urethrogram. 


The principal variations in carcinoma are 
those due to fixation by the scirrhous nature of 
the disease. The posterior urethra appears 
straightened and constricted in all diameters, 
as in a rigid tube (Fig. 13). Early cases may 
have a normal urethrogram, or when carcinoma 
occurs in the presence of hyperplasia, the changes 
incident to the latter may predominate. 

Prostatitis likewise causes constriction of the 
posterior urethra in all diameters. In the chronic 
stage it may closely simulate carcinoma (Fig. 
14). In the acute stage the straightening may be 
less prominent but the narrowing often pro- 
gresses to such severity that the posterior urethra 
is represented as only a thread-like channel. Such 
a picture is almost pathognomonic (Fig. 15). In 
other situations clinical findings must help dif- 
ferentiate the conditions. Urethral stricture is a 
common cause of prostatitis and is an impor- 
tant clue. but hyperplasia and carcinoma occur 
more frequently in the presence of stricture than 
textbooks report. Many cases of chronic pros- 
tatitis show cavity formation and filling of 
prostatic ducts. 


Following prostatic surgery the urethrogram 
is useful for evaluation of the result achieved 
and as a prognosticator for recovery of normal 
urinary function. It obviates the pain and 
trauma of endoscopy or sounding. Many ab- 
normalities of the bladder neck and prostatic 





Fig. 13 
Prostatic carcinoma, showing straightening and narrowing 
of posterior urethra. 
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urethra may exist even after prostatectomy, and 
it is easy to overlook or disregard them. Ure- 
thrography takes equal rank with instrumental 
examination in the study of such sequelae as 
incomplete enucleation or resection, faulty ap- 
proximation of the bladder neck to the urethra, 
contracture of the bladder neck, and injury 
to the external sphincter. 

There are several less common conditions 
affecting the posterior urethra in which the 
urethrogram is vitally important as the best 
and occasionally the only diagnostic facility. 
Congenital valves are visible endoscopically, but 
are better visualized by the urethrogram (Fig. 
16.) Fistulae are very easily overlooked by en- 
doscopic examination, but are demonstrated in 
a high percentage of cases by the urethrogram. 
A rare disease is diverticulum of the prostate, 
which may defy all nonoperative diagnostic 
methods except urethrography. 


The Biladder—tUrethrography as presented 
herein is not intended for study of the bladder 
itself. Some preliminary information might be 
gained in such conditions as trauma, tumor. 
diverticulum, calculus, and neurogenic dysfunc- 
tion, but the proper investigation of these dis- 
eases is accomplished by cystoscopy and cys- 
tography utilizing an aqueous medium. 





Fig. 14 
Chronic prostatitis, showing marked straightening and 
constriction of posterior urethra. Other diagnostic features 
are filling of prostatic ducts and existence of strictures as 
predisposing pathology. 
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Complications —The complications of ure- 
thrography using an iodized oil are insignifi- 
cant. The only one encountered has been in- 
vasion of venous channels by contrast medium, 
but this has entailed no mortality or morbidity 





Fig. 15 


Acute prostatitis, showing marked elongation and con- 
striction of posterior urethra. 





Fig. 16 
Congenital value of posterior urethra in infant. The 
dilatation appears distal to the obstruction because of 
retrograde injection. 
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in over 800 urethrograms. Crabtree and others 
fear oil emboli, which appeared to be harmless 
in this series. 

Eighteen instances of venous invasion were 
observed. None was followed by subjective 
symptoms of cough or fever, and the only objec- 
tive finding was the presence of the oil widely 
diffused throughout the lungs by the following 
day as demonstrated by x-ray. All cleared com- 
pletely within several days. 


The principal cause of such venous invasion 
is instrumentation prior to urethrography, which 
should not be performed in the presence of 
bleeding or on the same day that any instru- 
mentation has occurred. The same phenomenon 
of invasion of blood channels may follow too 
forceful injection of contrast medium in the 
presence of severe stricture causing urethral 
obstruction. It does not occur in the normal 
urethra. 


SUMMARY 


(1) Urethrography is stressed as a valuable 
part of the investigation of diseases of the low- 
er urinary tract. 

(2) A simplified technic is described, using 
iodized oil as a contrast medium and requiring 
only one x-ray exposure. 


(3) In the study of urethral stricture and 
truma, urethrography has been found superior 
to other methods of clinical investigation. 

(4) In the investigation of prostatic hyper- 
plasia and prostatitis urethrography is very val- 
uable, but the method appears to be less 
conclusive in the recognition of prostatic car- 
cinoma. 


(5) The value of postoperative urethrography 
is emphasized. 


(6) Complications from oil emboli are found 
to be insignificant. 
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DISCUSSION (Abstract) 


Dr. James H. Semans, Atlanta, Ga—It has been my 
privilege to see some of the clinical material from which 
these studies were made. From the point of view of 
quantity of cases (800), and the quality of roentgeno- 
gram obtained by this unusually great experience, this 
work is an exceptional contribution to both urology 
and radiology. The report is also commendable for its 
completely objective conclusions. It is this type of in- 
formation which will enable those who use urethrog- 
raphy only occasionally to be aided by it. 


While it is quite easy for men of much specialized 
experience to interpret the urethrogram, the occasional 
operator needs a more accurate guide. Tremendous 
value would result from the determination, on the basis 
of these films, of numerical relative dimensions of the 
normal urethra. Because of the variation in length of 
the anterior urethra, these measurements may be ex- 
pressed better in percentage than in absolute figures. 
However, the posterior urethra is fixed at the uro- 
genital diaphragm and at the vesical neck. Deviation 
from the normal here could be expressed more accur- 
ately. 


It would also be valuable to know the radiographic 
location of the various ducts and glands communicating 
with the urethra. 


The urologist has an exceptional opportunity to con- 
firm the radiologic interpretation of urethrograms by 
use of the urethroscope. By so doing, this diagnostic 
aid will become increasingly important in the evaluation 
of slight deviation from the normal. One has only to 
recall the history of pyelography to realize what great 
advances can be made in early diagnosis and treatment 
by combining radiographic study with inspection of the 
actual tissues. 

In closing, reemphasis of the potential value of ure- 
thrography in the diagnosis of urethral valves in infants 
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and children, is worth while. I have a slide of a case, 
which is part of this series, which is highly suggestive 
of an iris type of valve. Unfortunately, because of the 
patient’s age, it was impossible to determine whether 
or not residual urine was present before resection of 
the vesical neck. However, the pronounced constriction 
in this region is highly suggestive. 

Once again, I should like to congratulate the essayists 
on their excellent report. 

It is hoped that this unusually large collection of 
urethrograms will be used for many forthcoming de- 
tailed descriptions of demonstrable disease of the lower 
urinary tract. An atlas, well documented, would have 
tremendous value as a reference. 





THE SURGICAL MANAGEMENT OF 
HYPERNEPHROID TUMORS OF THE 
KIDNEY (“HYPERNEPHROMA’”)* 


By Harry M. Spence, M.D.. 
SYDNEY S. Barrp, M.D.. 
and 
Foster Fuqua, M.D.. 
Dallas. Texas 


There is considerable diversity in the literature 
in regard to the nomenclature of tumors of the 
kidney parenchyma. We use the designation 
hypernephroid tumors as an inclusive clinical 
term to embrace all types of parenchymal epi- 
thelial malignancies, irrespective of their histo- 
genesis. It thus takes in what are variously 
spoken of in the literature as hypernephromas, 
clear cell carcinomas, adenocarcinomas, granular 
cell carcinomas, et cetera. Wilms’ tumor which 
is a subject in itself will be considered here only 
in so far as its treatment throws light on our 
thesis, namely that immediate transperitoneal 
nephrectomy is the treatment of choice in paren- 
chymal tumors. 


Obviously, the ideal treatment for any renal 
malignancy is nephrectomy before the tumor has 
spread beyond the confines of the kidney. In 
cases of tumors arising from the epithelium of 
the pelvis, there is general agreement that lum- 


“Read in Section on Urology, Southern Medical Association, 
Forty-First Annual Meeting. Baltimore, Maryland, November 
24-26, 1947. 

*From the Urological Departments of The Dallas Medical and 
Surgical Clinic, The Southwestern Medical College, and Parkland 
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bar nephrectomy and complete ureterectomy are 
the treatments of choice. This takes cognizance 
of the tendency of these growths to spread by 
implantation down the ureter. 


Turning to the hypernephroid group, we find 
a picture far from bright. The insidious onset 
of the tumor, the lesion often being far advanced 
when its existence is heralded by hematuria or 
the discovery of a mass, is a matter of common 
knowledge. The rapidity of growth and the 
time of metastasis, however, are unpredictable. 
The chief mode of spread is by the blood stream, 
and tumor thrombi in the renal vein are fre- 
quently found at operation. This route of spread 
explains the predominance of metastases in the 
liver and lungs. The appearance of metastases 
delayed many years after the apparently success- 
ful removal of the primary growth is another 
distressing feature. In view of the above facts, 
it is not surprising that the literature is satu- 
rated with pessimism regarding the prognosis. 
In Deming’s! series, for instance, in two cases 
the initial appearance of metastases occurred 
ten and twelve years after nephrectomy. Deming 
estimated the ten-year cure rate as only 9 per 
cent and questioned the correctness of the orig- 
inal diagnosis in some of these. 


TREATMENT 


Recognizing the above facts, it is nevertheless 
incumbent upon the urologic surgeon to offer 
his patient the treatment that will best meet 
these vagaries of hypernephroid tumors. This, 
in our opinion, is immediate transperitoneal 
nephrectomy if demonstrable metastases are ab- 
sent. 


The first reason for this conviction arises from 
the tendency of these growths to metastasize by 
the renal vein. Through the usual lumbar ap- 
proach, the vessels are secured last and even the 
most careful handling of the kidney may conceiv- 
ably dislodge tumor thrombi. While this is not 
susceptible to direct proof, it offers a plausible 
explanation for the appearance of metastases in 
the lungs and elsewhere, commonly seen a few 
months after lumbar nephrectomy. In transperi- 
toneal nephrectomy, on the other hand, the 
renal vessels are severed and ligated before the 
growth is manipulated, thus excluding this route 
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of dissemination. Fig. 1 shows a tumor throm- 
bus within the renal vein which might easily 
have been set free in the blood stream. 

Our second reason for advocating this ap- 
proach arises from the fact that in the litera- 
ture, most authorities agree that the transperi- 
toneal route is preferable when the tumor pre- 
sents as a large mass. Numerous authors have 
pointed out that by this approach the blood sup- 
ply is controlled early, thus preventing trouble- 
some bleeding from the large collateral veins on 
the surface of the tumor; the perinephric fat 
with the encased kidney and neoplasm can be 
removed en bloc; and the excellent exposure 
reduces the hazard of injuring contiguous vital 
structures. We have utilized these three ad- 
vantages, which are notably lacking in the lum- 
bar approach, in the removal of small as well 
as large growths, with gratifying results. 

Other advantages of the transperitoneal ap- 
proach are that direct inspection of the liver 
is possible before nephrectomy proper is under- 
taken, and that mobility of the lesion itself can 
likewise be determined early. 

All these points are well borne out in Ladd’s? 
management of Wilms’ tumors in children. In 
these highly malignant growths, which also metas- 
tasize by the blood stream, Ladd, who has had 
by far the largest experience with them, now 
performs immediate transperitoneal nephrectomy. 
Changing from the lumbar to his present ap- 
proach has reduced the hospital mortality from 
23 to 3 per cent, and has increased the probable 
cures from 29.5 to 40 per cent. 





Fig. 1 
Photomicrograph of a tumor thrombus in the renal vein. 
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X-Ray Therapy—While in some hyperne- 
phroid tumors, preoperative x-ray therapy may 
cause a reduction in size and, thus, simplify 
their removal, it is in no sense curative. The 
six weeks’ or more delay in operation that this 
entails and the possible deleterious effect on 
tissue healing as well as the unfavorable sys- 
temic reaction would seem to outweigh its ad- 
vantages in these adult-type tumors. Further- 
more, if in the opinion of the surgeon the 
growth is removed in its entirety, postoperative 
irradiation seems unnecessary. We have re- 
served x-ray therapy as a palliative measure in 
non-removable growths and for the treatment of 
metastases if and when they appear. Under these 
circumstances it is of definite value. 


Technic.—Young’s T-incision gives the best 
exposure (Fig. 2a and 2b). After the vertical 
rectus incision is made, the liver and other ab- 
dominal organs are inspected for metastases and 
the operability of the growth is determined. If 
this exploration is favorable, the horizontal limb 
of the incision is made at the estimated level 
of the renal pedicle. The posterior peritoneum 
is incised lateral to the ascending or the de- 
scending colon and the bowel reflected medially, 
the pedicle is developed, securely ligated, and 
severed. This should be done meticulously and 
is the most important and time-consuming por- 
tion of the operation. The entire retroperitoneal 
contents can then be rapidly delivered and re- 
moved en masse. The few bleeding points are 
ligated, the posterior peritoneum closed after 
bringing out an extraperitoneal drain at the outer 
end of the transverse incision, and the colon al- 
lowed to drop back into its usual place. The 
wound is closed carefully in layers using con- 
tinuous and interrupted chromic catgut. In spite 
of their extent, these wounds heal well, and there 
is no contraindication to early ambulation. While 
it is true that this technic is more complicated 
than that of a simple lumbar nephrectomy for 
non-malignant conditions, the latter route is 
far from simple if one is dealing with a tumor. 
We have had experience with the recently pro- 
posed Sweetser incision in only one case, and 
found the exposure definitely inferior to that of 
the Young incision. 
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CLINICAL MATERIAL 


Our clinical material consists of 23 proven 
cases of hypernephroid tumors seen during the 
last ten years on the Urological Service at Park- 
land Hospital and in our own private practice. 
Follow-up data are available in all but one 
instance. Age, sex, duration, symptoms, and 
diagnostic findings are in essential agreement 
with those given in larger reported series and 
need not be detailed here. The type of treatment 
employed is shown in Tadle 1. 


Results —Of the three cases in which no surg- 
ery was performed, two are known to be dead 
and the other is presumably so. Of the four 
in which transperitoneal exploration only was 
done, two expired in the hospital and two at 








Transperitoneal nephrectomy - eee 12 cases 
(Including one case considered inoperable at previously 
attempted lumbar nephrectomy) 

PI TR a ateestieeseeienin 4 cases 

Transperitoneal exploration only... 4 cases 

en a 


(Two had typical pyelographic findings and chest 
metastases; in one, the diagnosis was made from a 
cervical biopsy and autopsy findings) 








Table 1 
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home, five and ten months later respectively. 
Of the four cases submitted to lumbar nephrec- 
tomy, one died in the hospital one month after 
operation; another developed signs of cerebral 
metastases two months postoperatively and died 
ten months after nephrectomy; the third is alive 
and in apparent good health one year after sur- 
gery, while the fourth is alive but in failing 
health two years and eleven months postopera- 
tively. Of the twelve transperitoneal nephrec- 
tomies, one died of probable pulmonary metas- 
tasis seven months after operation; the one in 
whom a previous unsuccessful attempt at lumbar 
nephrectomy had been carried out died ten 
months later, the cause of death being unknown; 
a third died three years and nine months after 
operation (cause of death ?). The remaining 
nine are alive and well today from two months 
to seven years postoperatively (average 25.2 
months). Recent examination shows all to be 
in good health with no evidence of metastases 
except for a 61-year-old negro man who de- 
veloped a metastatic lesion in the lung two years 
after nephrectomy. While we are the first to 
admit that the length of survival of these cases 
is too short to allow any conclusions to be 
drawn as to ultimate cure, we feel that at least 
we can say the results are promising. 





Fig. 2 (a and b) 
Operative technic. 
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ILLUSTRATIVE CASE REPORTS 


Case 1—B. U. H. (No. 9217bb), 73-year-old loco- 
motive engineer, had discovered an abdominal mass 
five months before admission to Baylor University 
Hospital. There had been no hematuria. Physical ex- 
amination showed a firm, movable, non-tender mass 
occupying the left upper quadrant and a left varicocele. 
Excretory urography (Fig. 3) revealed the characteristic 
appearance of a hypernephroid tumor of the left kid- 
ney. No metastases were demonstrable. On April 2, 
1941, a transperitoneal nephrectomy was carried out 
and the operative note is quoted to bring out the 
details of this type of operation. “Under general anes- 
thesia with the patient on his back a 6-inch left 
rectus incision was made. The peritoneum was opened 
and explored. There was a large movable mass in the 
left kidney region extending from under the dome of 
the diaphragm to the brim of the pelvis. It displaced 
the colon medially and was covered by tremendous 
tortuous dilated blood vessels. The liver showed no 
sign of metastasis. It was decided that there was a 
satisfactory chance to remove the tumor in toto so a 
lateral prolongation of the incision was made, cutting 
the rectus muscle at the level of the umbilicus. The 
peritoneum was incised along the outer border of the 
descending colon, which was reflected forward. The 
renal pedicle was now exposed by blunt dissection. The 
renal vein was tremendously distended, being approxi- 
mately the diameter of three fingers. On palpation, it 
was suggested that it contained tumor. The spermatic 
vein was also dilated to approximately the size of a 
lead pencil. The renal vein was exposed until its junc- 
tion with the vena cava was visualized. A right angle 
clamp was passed beneath it and it was doubly tied 





Fig. 3 


Excretory pyelogram Case 1 showing a left hypernephroid tumor. 
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with No. 2 chromic catgut double. A clamp was placed 
distal to the ties and the vein cut. A small tumor 
thrombus was extruded but apparently the ties were 
placed proximal to any growth. The renal artery was 
now freed up by blunt dissection, doubly ligated, and 
cut. It is of interest that the dissection was so far 
toward the right that the right renal artery was almost 
mistaken for the left. The blood supply of the kidney 
now having been carefully controlled, the entire mass, 
which was the size of a baby’s head, was freed up 
by blunt and sharp dissection and removed. Two 
cigarette wicks were placed to the stump of the vessels 
and brought out extraperitoneally. The peritoneum 
was closed with continuous No. 0 chromic catgut and 
the T-shaped wound carefully closed with continuous 
and interrupted chromic sutures. Numerous silkworm 
gut stay sutures were used.” He received 1,000 c.c. 
of whole blood during the operation which was of 
three and a half hours’ duration. 


Convalescence was remarkably smooth and he was 
discharged on the twenty-second postoperative day. 
Periodic follow-up examinations show the patient now 
79 years of age with no evidence of local or remote 
recurrence six and a half years after operation. 


Case 2—P. H., No. W20391. A left transperitoneal 
nephrectomy was done in a 59-year-old negro male for 
a large tumor of the upper pole after retrograde pye- 
lograms showed a typical deformity of a hyperne- 
phroid tumor (Fig. 4). A competent pathologist re- 
ported this to be a papillary adenoma and considered 
it benign. The patient did well for two years when he 
developed pain in the chest. A film of the chest 
revealed a right pleural effusion and a typical metastic 
lesion in the left lung field for which 
x-ray therapy was given. This case 
demonstrates the fallacy of considering 
any kidney tumor as benign. 


Case 3—D. M. and S., No. 152, 495A. 
A 66-year-old white farmer entered the 
hospital with a diagnosis of benign 
hypertrophy of the prostate, for a trans- 
urethral resection. He had experienced 
gross total painless hematuria on two 
occasions within the past year as well 
as symptoms of mild prostatism. On 
physical examination no abdominal 
masses were palpable. The prostate 
showed a one-plus benign enlargement. 
Complete urological study including 
cystoscopy, excretory and retrograde 
pyelograms was done, and a typical 
hypernephroid tumor of the right kid- 
ney was demonstrated. A chest film was 
negative. Transperitoneal nephrectomy 
(Fig. 5) was done on May 2, 1947, and 
the patient made an uneventful con- 
valescence. The pathological report was 
“adenocarcinoma of kidney, clear cell 
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type.” The prostatic symptoms 
servative treatment. 


responded to con- 


This case demonstrates the value of upper 
urinary tract study in all cases of prostatism 
especially in those with a history of bleeding. 


Case 4—D. M. and S., No. 28223. A 54-year-old 
woman was admitted to the Dallas Medical and Surgi- 
cal Clinic Hospital October 4, 1940, complaining of 
a mass in the right side of one year’s duration and 
gross hematuria on several occasions over the past 
year. Physical examination revealed a nodular non- 
tender movable mass extending from under the right 
costal margin to the iliac crest and medially to the 
umbilicus. Retrograde pyelograms showed a tumor of 
the lower pole of the right kidney. No metastases were 
detected. On October 8, 1940, a transperitoneal nephrec- 
tomy was done, the growth measuring 8x10 inches. 
Convalescence was uneventful and the patient was 
discharged on the twenty-first postoperative day. The 
pathological report on the specimen clear cell 
adenocarcinoma. 


Was 


A most thorough examination six years after opera- 
tion showed no sign of metastases or recurrence. The 
patient is now living and well seven years postopera- 
tively. 


Case 5—D. M. and S. No. 31,711. A 55-year-old 
housewife had noted gross hematuria for two months 
before admission. No definite mass was palpable but 





Fig. 4 
Retrograde pyelogram Case 2 showing a tumor of the 
upper pole of the left kidney. 
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retrograde pyelograms (Fig. 6) showed a hypernephroid 
tumor of the upper pole on the right. Transperitoneal 
nephrectomy was done on March 31, 1942, after pre- 
operative studies revealed no evidence of metastasis. 





Fig. 5 
Specimen removed from Case 3. 





Fig. 6 
Retrograde pyelogram of Case 5 showing hypernephroid 
tumor of the upper pole of the right kidney. 
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The removed specimen measured 20x12x10 cm. and on 
histological examination was diagnosed as clear cell 
carcinoma grade II. 


The patient’s immediate recovery was excellent and 
a favorable long-term outcome was anticipated. How- 
ever, she died eight months later of extension of growth 
to the lungs. 

A comparison of the last two cases empha- 
sizes our previous statement as to the unpredict- 
able behavior of these tumors. 


CONCLUSIONS 


Evidence is presented to show that immediate 
transperitoneal nephrectomy is the treatment of 
choice in hypernephroid tumors of the kidney, 
irrespective of size, when no metastases are dem- 
onstrable. Early ligation of the renal pedicle 
minimizes blood loss and prevents the possibility 
of manipulative metastases. If the growth has 
not already spread, this method permits accu- 
rate, clean, and complete removal, and thus gives 
the patient his best chance for cure. If unde- 
tected distant metastases have already taken 
place, no treatment is curative, but this method 
at least prevents local recurrence. 
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DISCUSSION (Abstract) 


Dr. J. Ullman Reaves, Mobile, Ala—For a century 
the study of kidney tumors has been advancing. Tumors 
of the kidney were first described by Koenig in 1826. 
Robin in 1855 first demonstrated that the tubular 
epithelium proliferated, destroyed the membranata pro- 
pria and produced cancerous nodules. Strum in 1875 
distinguished between a solitary adenoma of normal 
kidneys and multiple adenoma of sclerotic organs and 
recognized the slow transformation of adenoma into 
carcinoma. In 1883 Wiechselbaum and Greenish desig- 
nated the two forms of adenomas as papillary and 
alveolar. In this same year Grawitz challenged the 
renal theory of origin described by earlier workers, 
and touched off a dispute famous in the annals of 
medical polemics when he proposed that the common 
yellowish fatty kidney tumor, the cause of certain 
morphological similarities to adrenal tissue, probably 
originated from the adrenal gland. For a time this novel 
hypothesis was in rather general favor, and the slogan 
“hypernephroma” was suggested by Burch-Hirshfeld in 
1898. The first systomatic refutation of the adrenal 
theory appeared in 1908, when Stoerk attacked it point 
by point and concluded that the renal theory was more 
tenable. 
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Deming points out that neoplasms of the kidney oc- 
cur in two sharply divided periods: the first decade of 
life and the later decades of life, with 30 per cent 
occurring in children. 

There has been quite a swing to transperitoneal 
nephrectomy for kidney tumor. However, according to 
Herger and Sauer, the prognosis in cortical tumors is 
directly dependent upon the degree of malignancy of 
the growth and upon its early diagnosis. Herger and 
Sauer also say that a study of their material indicated 
that the course of an inoperable parenchymal tumor 
is determined for the most part by the tumor’s potential 
malignancy. 

The literature contains seven or more surgical ap- 
proaches to the removal of kidney tumors. It also 
contains reports of numerous cases where the kidney 
tumor was found at operation after a diagnosis of 
other pathological conditions was made. Numerous 
instances are on record in which symptoms from metas- 
tatic lesions were the first indications of the presence 
of the primary tumor. 

Metastasis may be a very early feature in the course 
of the disease, and the local growth in the kidney may 
be undemonstrable notwithstanding that it has given 
rise to widespread metastasis. One of our cases had 
irradiation for a neck and lung involvement before he 
was said to have had an injury on his job, and 
urological survey showed a tumor of the lower pole 
of the left kidney. Upon operation this tumor was 
well encapsulated, but another was found at the upper 
pole which had broken through its capsule and was 
adherent to the aorta. The feel of the tissues upon 
palpation made me desist from further removal attempt. 


Abeshouse and others believe that an exploratory 
operation is indicated in every case of suspected renal 
neoplasm. Most authors are agreed that immediate 
removal offers the best chance of cure when kidney 
tumor is diagnosed or suspected, and that to delay for 
any purpose whatever adds to the danger of metastasis 
danger. The pathological studies reported in the litera- 
ture bolster this trueism. 

We have laid special stress upon the position of the 
patient and upon not opening the peritoneal cavity, 
and have used Ockerblad’s devices for kidney position 
in all of our kidney surgery, since he brought them 
out in 1934, 


The transperitoneal approach offers immediate isola- 
tion and division of the renal pedicle before the kidney 
is mobilized, and this approach would cause less manip- 
ulation of the tumor mass in some hands, and thereby 
less chance for the manipulation to spread metastatic 
lesions. Deming reports metastatic lesions as late as 
twelve years after nephrectomy. In that case is the 
manipulation of the tumor necessitated by loin incision 
enough greatly to enhance the possibility of metastatic 
involvement later on? Doesn’t the manipulation of 
freeing the vessels of the kidney pedicle for ligation add 
its share to the danger of metastatic spread, and is 
this danger lessened by the transperitoneal approach? 
Does the danger of tumor transplant fade out when 
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its removal is transperitoneal? These are questions we 
have not been able to answer in the affirmative; there- 
fore we have not deemed transperitoneal nephrectomy 
necessary in any of our cases, nor have we resected 
a rib to make manipulation easier. However, Elmer 
Hess is so successful in kidney exposure with rib 
resection that most of the urologists in his territory do 
rib resections. 

A study of our small number of cases has made us 
apprehensive of the dangers encountered in surgery of 
kidney tumors, and has emphasized the importance of 
early diagnosis and removal. 

he prompt recognition of hypernephroid tumors 
is often difficult and we think Elmer Belt is wise in 
making retrograde pyelograms in every urological case. 





EPIPHYSEAL SEPARATION AT THE 
LOWER END OF THE RADIUS* 


By Rosert V. FUNSTEN, M.D. 
Charlottesville, Virginia 


This paper is presented in an effort to 
determine the end results in slipped radial 
epiphysis and the factors influencing them. The 
data were obtained from sixty-four consecutive 
cases. In two instances the injury was bilateral, 
making sixty-six cases in all. Forty-eight were 
male and sixteen were female. Two were com- 
pounded. 


The youngest case was a three and one-half- 
year-old girl who fell from a second story 
window. There were two eighteen-year-old males. 
In the five-year class there were two. In the 
six to ten-year-old class there were thirteen. 
From ten to fifteen years there were thirty-two 
and in the sixteen and seventeen-year-old class 
there were twelve. The large predominance in 
the ten to fifteen age period is striking. 

Treatment was started before three days in 
fifty-five cases, within three to seven days in 
seven cases and after more than two weeks in 
four. The average duration of treatment was 
four weeks although the cast was sometimes 
bivalved as early as ten days. Out of the entire 
group a satisfactory follow-up was possible in 
only forty. This was based upon the elimination 
of all cases which did not have a follow-up at 
least three years after injury, and the older 





*Chairman’s Address, Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Forty-First Annual Meet- 
ing, Baltimore, Maryland, November 24-26, 1947. 
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cases which did not have sufficient time for 
epiphyseal closure. It was assumed that in males, 
the closure time was between sixteen and eight- 
een years, and that in females it was between 
fifteen and seventeen years. 


The date obtained was from re-examination, 
from subsequent visits for other conditions and 
from a questionnaire with a stamped addressed 
return envelope. The questions asked were (1) 
Does the arm appear normal? (2) Is it the same 
length as the other? (3) Is there any de- 
formity? 

All data were tabulated as to the time of ob- 
servation since injury; whether the original dis- 
placement was complete or incomplete, whether 
the reduction was complete or incomplete, and 
whether or not there was any residual deformity. 
If the epiphysis as seen in the first x-ray was 
mure than half displaced it was considered com- 
plete. After reduction if the epiphysis was more 
than half a centimeter displaced, the reduction 
was considered incomplete. 


The original displacement was complete in 
forty-five cases and incomplete in twenty-one. 
The reduction was complete in forty-five cases 
and incomplete in twenty, and in one case no 
reduction was done since it was seen a month 
after injury. This patient, a colored boy aged 
ten, had complete displacement with extensive 
callus formation. He was followed for a period 
of ten years and ended without deformity. 

In the forty cases followed there were five 
with deformity. In three the deformity consisted 
of only slight shortening, and radial deviation 
was mild. In one it was severe and in another 
it was quite severe. The latter case was a com- 
pound injury. 

I would like to give several case reports: first, a girl 
of twelve who was thrown from a horse received a 
typical uncomplicated complete displacement of the 
epiphysis of the lower end of the radius (Fig. 1). Com- 
plete reduction was done within an hour (Fig. 2). The 
cast was bivalved at the end of ten days and motion 
started. At the end of three weeks clinical union was 
solid. She was followed for fourteen years. No de- 
formity of any type developed. 


Second, an eight-year-old girl fell from a trapeze on 
November 20, 1941. There was pain and swelling and 
deformity. However, because no doctor was available 
at the time no treatmeri was rendered. It was not until 
three weeks later that she came to be examined because 
of deformity. X-rays showed considerable displacement 
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with comminution (Fig. 3). 


An attempt at open reduc- 
tion was made. 


There was rather abundant callus 
formation and it was with difficulty that the epiphysis 
could be reduced and reduction maintained (Fig. 4). 
The cast was bivalved three weeks after operation. The 
contour and motion remained normal for several months. 
She did not, however, report again for over two years. 
At that time there was radial deviation of the wrist with 
relative overgrowth of the ulna (Fig. 5). She was then 
11 years of age. It was thought that another year should 
pass before any further operative procedure should be 
done. So in August, 1945, the lower three-fourths inch 
of the ulna was removed. 





When seen last in August, 





Fig. 1, Case 1 
Simple complete posterior epiphyseal displacement. 





Fig. 2, Case 1 


Complete replacement. Normal recovery. 
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1947, the wrist had normal motion and appearance and 
there was a total shortening of the forearm three- 
fourths inch as compared to the uninjured side. 


I present the third case to show what extreme 
damage to the radial epiphysis can do to distort 
growth. 


This six-year-old girl received a severe compound in- 
jury to her wrist (Fig. 6) complicated by an oblique 
humerus. 


fracture of the After debridement and re- 





Fig. 3, Case 2 


Complete epiphyseal separation over three weeks after 
injury. 





Fig. 4, Case 2 


Incomplete reduction after open operation. 
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duction (Fig. 7) she developed gas bacillus infection, 
almost losing her arm. After recovery from the infec- 
tion she received physiotherapy treatments for almost a 
year. X-rays then showed marked distortion of the 
lower end of the radius (Fig. 8). There was atrophy of 
the forearm, stiffening of the wrist and fingers with 
only about 25 per cent of function remaining. 


SUMMARY 


Sixty-six cases of slipped lower radial 
epiphysis were reviewed. In forty, adequate 
follow-up was obtainable. Five cases out of the 
forty showed varying degrees of deformity re- 
sulting from epiphyseal damage. Three of these 





Fig. 5, Case 2 
Delayed epiphyseal growth of the radius. 


Relative over- 
growth of the ulna. 





Fig. 6, Case 3 


Compound epiphyseal separation of radius and ulna. 
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were slight and did not constitute a functional 
or cosmetic loss. Although I feel that parents 
should always be warned of the possibility of 
growth disturbance in epiphyseal injuries, it ap- 
pears to me from this relatively small series of 
cases that it occurs less frequently than we 
would expect. 





Fig. 7, Case 3 
Fair reduction followed by gas infection. 


Immobilization 
was discontinued. 





Fig. 8, Case 3 
Condition one year after injury. Infection quiescent. 


Ulnar and radial epiphyses have joined. Pronation and 
supination absent. 
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Every effort should be made to accomplish 
perfect reduction but apparently in the great 
majority of cases in this series slight imperfec- 
tions were not a calamity. From experience 
over a number of years, I feel that an attempt 
at reduction after a period of twelve days follow- 
ing injury will lead to greater deformity than 
non-interference. 





FRACTURES ABOUT THE ANKLE 
JOINT* 


By Harry WINKLER, M.D. 
Charlotte, North Carolina 


No discussion of fractures about the ankle 
joint could be complete without also including 
the dislocations frequently associated with them. 
Many classifications for these fractures and 
fracture-dislocations have been devised, all of 
them good. In my own experience I like to 
classify them as fractures with dislocation, or 
without dislocation. 

Fractures occurring without dislocation con- 
ceivably could have the fragments displaced. 
but usually displacement is a sign of disloca- 
tion. Fracture of either malleolus, the posterior 
aspect of the tibia, or more rarely, the anterior 
or lateral tibial aspect, may occur without ac- 
tual dislocation. It is wise to test the ankle for 
tear of the capsule or ligaments on the side op- 
posite the fracture by grasping the foot as a 
whole and attempting to push it toward the 
fractured bone. No twisting should be done, 
or the test is of no value. If the ligament or 
capsule on the side opposite the fracture has 
been torn, the patient immediately winces and 
feels pain in the fracture. Such a positive re- 
sponse to the test would naturally make one 
hold the ankle in immobilizing plaster much 
longer than if the test proved to be negative.! 

Treatment in the cases where ligamentous tear 
is absent is comparatively simple, requiring im- 
mobilization for from three to four weeks in a 
padded plaster-of-paris cast followed by the use 





*Read in Section on Industrial Medicine and Surgery, Southern 
Medical Association, Forty-First Annual Meeting, Baltimore, 


Maryland, November 24-26, 1947. 
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of ankle strappings and a split shoe, with physio- 
therapy, until the swelling subsides and function 
returns to normal. Sometimes it is advisable to 
use a sponge-rubber longitudinal arch support in 
the shoe or a wedged Thomas heel in an effort 
to maintain some varus. In some instances, the 
patient may recover even more rapidly by put- 
ting a walking rubber or walking caliper on the 
cast and permitting him to walk in the cast after 
about a week from the time of its application. 
Cases that have proved to have a ligamentous 
tear without actual displacement should be han- 
dled more conservatively and held longer in plas- 
ter, until one is satisfied that displacement can- 
not take place. I would suggest that these cases 
be held at least six weeks in plaster before be- 
ginning weight bearing in the split shoe with 
the sponge-rubber longitudinal arch support or 
wedged Thomas heel.’ 


One must also be aware of the possibility of 
tibiofibular diastasis. If x-rays indicate a wid- 
ening of the joint, with a separation of the tibia 
and fibula, suitable manipulative therapy fol- 
lowed by a sufficiently long immobilization pe- 
riod must be the treatment followed. In my 
experience this is a rare entity. I am sure that 
in the handling of many of the bi-malleolar and 
tri-malleolar fractures, this condition has ex- 
isted but probably has not been discovered, and 
treatment for the fractures has been adequate 
so that the diastasis has not been a factor in 
the convalescence. Where separation is associat- 
ed with fracture of either internal malleolus, we 
feel that it should be handled much as are other 
fracture-dislocations with displacement. Insuf- 
ficient immobilization, with tibiofibular dias- 
tasis and widening of the mortise, will result in 
a permanent spread, with deformity at the an- 
kle, the possible production of traumatic arthri- 
tis, and may result in quite a crippling deform- 
ity, requiring radical surgical intervention. 


Those fractures with dislocation, whether in- 
ternal or external malleolar, bi-malleolar, or tri- 
malleolar, posterior, or anterior, all require re- 
duction under an anesthetic with proper manipu- 
lative handling. In these cases, after the pa- 
tient is anesthetized, we usually flex the knee 
over the table to relax the calf musculature. Re- 
duction is accomplished by manipulation, de- 
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pending of course, upon the character of the 
deformity. If the external malleolus has been 
fractured and the ankle dislocated in this direc- 
tion, pressure on the outer aspect of the heel, 
with counter-pressure by the other hand on 
the shaft of the tibia, will in general accomplish 
a satisfactory reduction in the anteroposterior 
plane. The maneuver is, of course, reversed 
with a fracture-dislocation to the opposite mal- 
leolus. As soon as lateral deformity is correct- 
ed, the foot is brought to a right angle and a 
cast is applied from the knee to the toes, main- 
taining the correction obtained by the manipu- 
lation. Excessive eversion or inversion is not 
required. One can usually tell, provided there 
is not too much swelling, by palpation, whether 
or not satisfactory reduction and satisfactory 
relations are present. We feel that reduction 
should be accomplished just as soon as possible 
after the fracture has been sustained. Where 
posterior fragments are present in these frac- 
tures they usually fall into good position and 
are not usually a factor in the weight bearing 
surface of the tibia unless the fracture involves 
more than forty per cent of the articular sur- 
face. Check-up x-rays following such reduction 
should show satisfactory relations in both planes 
If such relations are not present, the cast should 





Fig. 1 
Exiensively comminuted fracture of the lower end left 


= joint, with fracture involving the articular surface 
tibia. 
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be removed and the manipulation repeated un- 
til satisfactory relations are accomplished.’ At 
times it is possible by wedging the cast to ob- 
tain satisfactory reduction, and reconstruction of 
the mortise of the ankle joint. Failure to do so 
will result in a disability to the ankle joint and 
an unsatisfactory end result. Such cases may 
eventually require osteotomy of the fibular or 
internal malleolus, with reconstruction of the 
ankle joint, or eventually ankle fusion. 

Non-union of the internal malleolus sometimes 
occurs, although it is not necessarily a disabling 
factor and strong fibrous union will frequently 
give a quite satisfactory ankle joint. Where wide 
separation of the internal malleolus is present, 
it is sometimes wise to use a Kirschner wire pin, 
or a bone screw, reducing and fastening the in- 
ternal malleolus to the shaft of the tibia. 





Fig. 2 
Following open operation and insertion of screw, recon- 
structing the joint surface. 





Fig. 3 


Wedging to correct alignment of fracture above the 
ankle joint. 
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It has been our practice to hold these frac- 
ture-dislocations in plaster-of-paris for a pe- 
riod of from six to eight weeks. This cast is 
then removed, the relations are again checked 
by x-ray, and a short walking boot is applied, 
with either rubber or a caliper. The patient is 
then permitted to bear weight with the aid of 
crutches for an additional three to four weeks. 
The second cast is then removed, we fit the pa- 





Fig. 4 
Compound comminuted fracture of ankle joint, showing 
insertion of Kirschner wire pin to hold internal malleolus. 





Fig. 5 
Same ankle as Fig. 4 one year later. 


kle Patient doing 
brakeman’s job on railroad. 
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tient with a split shoe, sometimes use a Thomas 
heel or a sponge-rubber support, which we have 
previously described, and combat the swelling by 
massage, physiotherapy, and supporting ban- 
dages, if indicated. Recovery takes place as 
rapidly as possible, considering all the many 
factors which sometimes complicate the circula- 
tion in these cases. 


There are, of course, a great variety of frac- 
tures about the ankle joint other than the clas- 
sical types described. As an instance, there is 
a type in which a fragment may be torn from 
the fibular aspect of the tibia. Such a fracture 
may in many instances be reduced by manipu- 
lation and the usual application of plaster and 
post-reduction care. Where such a fragment 
cannot be reduced by closed manipulation, it 
may require open reduction and nailing or pin- 
ning of the fragment in place. Where a verti- 
cal fracture of the tibia at its lower aspect has 
occurred, usually tearing off a large posterior 
or anterior fragment which will definitely in- 
volve the weight bearing surface, it is some- 
times possible to accomplish reduction by closed 
manipulation. Where this is impossible one should 
not be satisfied with anything but anatomic re- 
duction; and an open operation, pinning the 
fragment in place with a screw, bolt, or pin, is 
indicated. The usual postoperative care in 
these cases is from six to eight weeks in a cast, 
followed by a walking cast for a short period 
of three to four weeks, and routine physiother- 
apy thereafter. Bearing in mind, however, that 
even with satisfactory reduction, occasionaily 
trauma to the ankle joint itself from the injury 
results in changes of the nutrition of the carti- 
lage which may take months or even a year or 
more to develop, and one must be aware of the 
possibility of development of a traumatic ar- 
thritis in any of these seriously damaged and 
injured ankle joints. 


Epiphyseal tears of the lower end of the shaft 
of the tibia may occur in children and are not us- 
ually serious injuries. They can almost in- 
variably be reduced by manipulation and re- 
duction and a satisfactory end result anticipated. 
Anatomic reduction is not necessary where the 
distal tibial epiphysis has been torn provided the 
fracture does not enter the joint. Usually im- 
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mobilization in plaster for a period of five to 
six weeks is all that is indicated, followed by 
the routine post-cast care. Occasionally these 
injuries will cause a growth disturbance, and 
where it has occurred, it may require such sur- 
gical procedures as osteotomy or epiphyseal ar- 
rest, depending upon the character of the de- 
formity. 

Compound fractures of the ankle joint and 
the various types of fracture and dislocation 
which may result are, of course, quite serious 
injuries insofar as the function of the foot and 
ankle are concerned. The wounds receive the 
usual surgical care and fragments are approxi- 
mated and held in place by metal, if desired, or 
loose fragments are removed and discarded. It 
has been our practice, for a good many years. 
thoroughly to debride these wounds and irri- 
gate them with saline solution, so that we felt 
we had done as complete a mechanical cleans- 
ing job as was possible to do, then we have 
closed these wounds primarily. I know this has 
not been the teaching in the Army, but in my 
own experience it has resulted satisfactorily, and 
I have had no cause to regret closing these com- 
pound wounds. We make no attempt to close 
them tightly. If suppuration develops a suture 
or two can be removed, drainage established, and 
much of the skin defect which occurs on treat- 
ing them without closure, can be overcome by 
this method. There will be a surprising num- 
ber of primary closures in these cases when ade- 
quate debridement and irrigation are done. Re- 
duction is accomplished following debridement, 
and we are just as interested in an accurate re- 
duction of the ankle joint fragments here as 
we have been in any of the previous fractures 
discussed. Penicillin or sulfa therapy, given sys- 
temically rather than locally, are desired, with 
the usual prophylactic measures in the form 
of tetanus and gas gangrene antitoxin. A cast 
is applied to the reduced fracture dislocation 
in the position previously described and worn 
for a period of from six to eight weeks. When 
drainage occurs, it may be wise to window the 
cast and dress the wounds through the opening. 
In many instances where nature is kind and 
the individual is young a satisfactory ankle joint 
may result. Where the distal surface of the 
tibia has been so severely traumatized that the 


WINKLER: FRACTURES ABOUT ANKLE JOINT 


507 


joint surface is damaged, as in those cases 
where a fall from a height tears the ankle joint 
at its medial aspect and thrusts the tibia out 
through the wound, usually burying it in 
debris, aseptic necrosis of the distal end of the 
tibia frequently results and a painful ankle with 
painful weight bearing may follow, even as- 
suming that one does not have a septic ankle. 
Where this is of a severe degree and x-ray films 
show evidences of aseptic necrosis and disturbed 
blood supply, fusion of the ankle joint may be 
the ultimate result. Such fusions follow the 
usually accepted principles, with thorough re- 
moval of the cartilage from the entire mortise, 
usually sliding down a graft from the anterior 
aspect of the tibia and embedding it in the astra- 
galus. Fixation may be assisted by the use of 
fixation Kirschner wire pins with the usual im- 
mobilization in plaster for a sufficiently long 
time to insure solid bony fusion. A stiff ankle 
joint is not too serious impairment in an individ- 
ual and such patients can frequently engage in 
the most laborious types of occupation. 


SUMMARY 


(1) Fractures about the ankle joint have been 
discussed, classifying them into two groups: 
those with dislocation and those without dis- 
location. 


(2) Treatment which has been outlined in- 
cludes: 


(a) Conservative management in simple frac- 
tures. 


(b) Cases requiring closed manipulation under 
an anesthetic. 


(c) Those requiring open reduction and fixa- 
tion. 


(d) Compound fractures. 


(e) Treatment following unsuccessful reduc- 
tion or the development of aseptic necrosis and 
traumatic arthritis. 
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SURGICAL TREATMENT OF 
DETACHMENT OF THE 
RETINA* 


By W. R_ Burrincton, M.D., F.A.C.S.* 
Nev Orleans, Louisiana 


This presentation is a report of my personal 
experience in dealing with 165 patients with 
detachment of the retina. The majority of these 
cases have been in my private practice, but a 
few of them were seen and followed in the 
Tulane clinic. I have operated upon 132 cases 
of this series. Obviously my policy has not 
been that of surgical conservatism, for it is my 
belief that the patient may gain, and cannot 
lose from the operative procedure. In a few 
cases the central vision has decreased following 
surgery, but further separation did not occur. 
Had not the operation been performed, this 
loss would most probably have been greater. 
Several of the inoperable cases had received 
surgery elsewhere and others had not been 
correctly diagnosed until after irreversible 
changes had occurred. In some cases where 
anatomical reattachment has been secured, and 
the prognosis seemed favorable, little or no func- 
tional improvement occurred. And on the other 
hand, in some cases with poor prognosis, satis- 
factory improvement has been achieved. 

It is impossible in the time and space allowed 
even to name all of the outstanding authorities 
in this specialized field of ophthalmology. How- 
ever, the writings of Gonin and Arruga have 
been of constant help to me throughout my 
endeavors to help those patients who consulted 
me for this condition. 

One of Arruga’s important generalizations is: 
“In normal eyes, traumatism must be severe to produce 
retinal detachment. In predisposed eyes, a very slight 
trauma may produce this condition.” 

In normal eyes, it is unusual for detachments 
to follow even severe blows, unless a perforation 
of the globe or a rupture of the retina has oc- 
curred. Direct trauma to or about the eye is 
common to football players, pugilists and 
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wrestlers, but detachment among them is rela- 
tively uncommon. Eyes in such individuals are 
young and healthy and have no degenerative 
changes which occur with the advance of age. 
In predisposed eyes, a slight blow over the 
eyes or on the head, or bumping into a door 
may be responsible for a detachment. One of 
my patients was able to trace the occurrence of 
the detachment directly to rubbing of his eye 
with his fingers. 

In general there are two types of eyes which 
are predisposed to detachment: myopic eyes, 
and those in which senile changes have occurred. 

In my experience myopia is increasing, and 
I believe this is due to the increasingly intensive 
requirements of modern education. Vocational 
guidance should be given in malignant myopia 
and all cases of myopia in the young should be 
observed at regular intervals so that malignant 
myopia will not be overlooked. Myopia is a 
disease, and not merely a refractive error which 
is to be corrected with glasses and forgotten. 


My experience with the large proportion of 
cases of myopia and retinal detachment has been 
similar to that of other observers such as 
Stallard. However, he found vitreous opacities 
occurring in 47 per cent of his cases, while in 
my experience vitreous opacities have occurred 
in about 65 per cent. 


Preoperative Examination.— For successful 
treatment, the importance of recognizing and 
locating the rupture or tear and its surgical 
closure cannot be overemphasized. Many ob- 
servers believe that tears occur secondarily, but 
whether they are secondary manifestations, or 
the primary factor in the detachment, they 
create a vicious circle when formed. Their 
closure is vital to success, and I have been for- 
tunate in finding the tear in slightly over 75 
per cent of my cases. This often requires great 
patience and careful examination through a 
widely dilated pupil. The entire retinal surface 
must be studied, for tears are often multiple. 


Oftentimes the history is of value in determin- 
ing the location of the tear and the beginning of 
the detachment. If this is temporal and above, 
the patient first notices flashes of light and 
flickering in the lower nasal field. As the de- 
tachment spreads, the field of vision contracts. 
When a patient says that he has sustained a 
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slow loss of the upper half of the field, I have 
almost always found a disinsertion below and 
temporally. 


Most of the methods of localization of the 
detachment and of the tear, published in the 
last few years, though accurate, seem too com- 
plicated for practical use, and others are so de- 
pendent upon mathematical equations that the 
surgeon uses them with considerable difficulty. 
My procedure in practical localization is to chart 
the fundus on a flat surface using a dial for the 
meridians (Fig. 1) marking the intraocular 
measurements in disc diameters and transposing 
them into scleral measurements. (Each disc 
diameter equals 2 mm.) 


The following anatomical relationships are 
constantly kept in mind during retinal surgery: 
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Fig. 2, Case CPA 
R.E. Large detachment from 7 to 1 o’clock, showing 
peripheral tears. Operation: 8/9/38. 30 micropins were 
put in, first row from 13 to 15 mm. behind the limbus in 


Limbus to ora nn te 2. front of the multiple tears, a second concentric row was 
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Ridley has mentioned the general tendency 
to underestimate the distance between the tear 
and the ora. He counts 10 mm. from the limbus 
to the peripheral retina, and applies the dia- 
thermy electrode at 12 mm. from the limbus. He 
finds this is just visible in its entirety. 

The immobilization of both eyes by a bi- 
nocular bandage often causes a recession of the 
detachment so that it may be studied more 
carefully. The patient who has had both eyes 
bandaged immediately after the time of the 
discovery of the detachment and the surgical 





Fig. 3, Case AW 
R.E. Second detachment, large bullous detachment with 
a peripheral U-shaped tear. Scars below the detachment 
indicate the site of a previous detachment. Note the two 
old micropin punctures. 





Fig. 4, Case AW 
R.E. The atrophic areas resulting from micropin punc- 
tures of the second operation. Vision: R.E. 20/30 after 
one year. Other eye blind. 
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procedure has a much better prognosis than if 
only one eye is bandaged. Though the sooner 
the operation is performed after the detachment, 
the better is the prognosis, cases that have been 
detached even as long as six months are not 
always hopeless. In one of my cases the opera- 
tion was performed two years after the occur- 
rence of the detachment, and good anatomical 
reattachment and recovery of some of the visual 
field was obtained. 


Preoperative Medication—Nembutal (gr. 3) 
is administered orally two hours preceding op- 
eration, and morphine (gr. 1/12) and scopola- 
mine (1/200 gr.) are administered hypodermi- 
cally thirty minutes preceding operation. 








RESULTS 
Age and Sex Distribution of All Ages (165) 





Age Number of Males Number of Females 
70-80 - 2 8 
60 - 70 21 
50-60 _... 2 
40-50 . oats / 1 
30 - 40 1 
20 - 30 
10 - 20 


3 1 


un we oo 


Totals —..... are 79 











Fig. 5, Case HLR 
Failing vision for two years. First symptoms due to 
bilateral retinal detachment with a visible disinsertion 
in the lower temporal quadrant, duration nine years. 
Right eye: Spontaneous choreoretinal adhesion preserved 
vision. No surgery. 
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Surgical Technic.— Procaine hydrochloride 
(2 per cent) with epinephrine hydrochloride 
(1:50,000) is injected subconjunctivally, and 1 
c. c. of this anesthetic is injected into the 
muscle cone. After one or more of the muscles 
are divided, the markings of the detachment and 
the tear are made on the scleral surface. My 
preference is for the Walker micropins, and in 








Age Distribution of Improved Cases (132) 





Number of Cases Number of Cases 








Age Improv Unimproved 
70 - 80 — = 5 + 
eee sons ; 28 11 
50 - 60 meni 18 5 
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Table 2 








Classification of Visual Results (132) 
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a detachment which involves one-fourth to one- 
half of the retina, 20 to 30 micropins are intro- 
duced through the sclera with a diathermy cur- 
rent of 30 to 40 milliamperes. This is followed 
by use of the Lacarrére electrode in the scleral 
areas more difficult of access, such as at the 
posterior pole of the eye. After this has been 
completed, all micropins are removed simul- 
taneously, which causes a more successful 
drainage of the sub-retinal fluid. This is because 
of the uniform hydrostatic escape of the sub- 
retinal fluid, and is more likely to result in the 
retina’s coming into contact with the choroid. 


In surgery of a disinsertion, I introduce two 





Fig. 6, Case HLR 
Detachment in left eye occupied lateral portion and the 
result after surgery is seen. Vision improved from 
20/200 to 20/100. 





Fig. 7, Case HLR 
Appearance four years later, vision still 20/100. 
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rows of micropins behind the defect. I place 
the micropins about 3 mm. apart. In tears 
located some distance from the ora one row of 
pins is inserted in front of and a second row 
behind it. The treatment is not confined to the 
area of the tear, but the punctures are so made 
as to complete the entire quadrant of detach- 
ment. 


The majority of the micropins which I used 
have been shortened to 1 mm. so that in flat 
detachments they cannot penetrate deep enough 
to injure the retina. In detachments which have 
separated considerably out into the vitreous, I 
use longer micropins, because it is unlikely that 
the retina will be damaged in such cases. 


Postoperative Complications——Vitreous hem- 
orrhage sometimes occurs and may be seen the 








Reoperated Cases (14) 


Fourteen of this series of 132 had a second detachment in the 
ote fre: and 13 of these were reoperated upon. The results are 
as OllOWS: 
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Aphakic Cases (11) 


Eleven of these detachment cases occurred following cataract 
extraction 
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day after the operation. Such a complication is 
likely to defeat an otherwise successful opera- 
tion. Some authorities regard marked chemosis 
as giving an unfavorable prognosis because they 
believe it is associated with a transudation of 
fluid beneath the retina. However, I have seen 
it occur on the third or fourth postoperative day 
when extensive diathermy has been used, and 
have not found it always indicative of operative 
failure. 

Thrombosis of the retinal veins has been re- 
ported but I have been fortunate in not having 
this complication. In one of my cases panoph- 
thalmitis occurred and required removal of the 
eye. 


SUMMARY 


Personal experiences with 165 cases of retinal 
detachment, 132 of which came to surgery, are 
presented. Some details of examination, surgical 
technic and complications are described. Re- 
sults are shown in tabulated form. 


Acknowledgment of appreciation to Dr. Charles Grant 
of Birmingham for drawing Fig. 1 for this article. 





DISCUSSION (Abstract) 


Dr. William B. Clark, New Orleans, La—I want to 
mention a phase that has very recently been publicized 
in the literature by Dr. Derrick Vail of Chicago and 
Dr. Pischel of San Francisco and Dr. Bogart of New 
York, and that is: the management of the 50 per 
cent of the cases that do not respond to the conventional 
type of treatment described by Dr. Buffington. 


I am sure that most of us use this conventional type 
of treatment and most of us have approximately 50 
per cent failures. There is a theory that probably in 
most of the cases that fail, there is an essential shrinkage 
of the vitreous, with adhesions between the shrinking 
vitreous and the retina, that continually pulls the retina 
out of place, so, in order to get the retina back in 
place, the only thing one can do is to shorten the eye- 
ball so that the remaining vitreous is sufficient to fill 
up the eyeball. 


The technic that I have been using for scleral resec- 
tion to shorten the eyeball is essentially that used by 
Dr. Bogart of New York. The principal thing about 
it is the suture, and the simplicity with which it is 
inserted before the sclera is resected and then closed 
after it is resected. The lower and temporal quadrants 
of the globe are the best parts in which to do this type 
of operation. If the lower quadrant is used, a strip of 
sclera is resected along the equator which is approxi- 
mately 12 mm. behind the limbus. It is crescentric in 
shape, being about 4 mm. wide at its widest point and 
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tapering off to a point on each end. These points extend 
to just below the lower margin of the internal rectus on 
the nasal side and to just below the lower border of 
the external rectus on the temporal side. The inferior 
rectus muscle is resected and laid back with the con- 
junctiva and capsule of the lower quadrants; thus the 
sclera of this region is exposed. One uses two 3-0 
braided black silk sutures which have been previously 
waxed. They are anchored in the sclera just above 
the place picked out for the points where the resection 
will end; they are then placed so that they pick up 
about one-half thickness of the sclera, one being placed 
above the area to be resected and one below and car- 
ried toward the center of the strip and stopped where 
it is widest, the end of one being left free on the 
proximal side of the strip to be resected and the other 
on the distal side. The sutures are then pulled back 
out of the way by sliding the loops and piling them up 
so that they do not become tangled. The sclera is then 
incised with a knife which has a guard on it to prevent 
perforation of the choroid. I prefer and use the Lan- 
caster knife designed to cut a groove for the preplace- 
ment of sutures in cataract operations. The incision is 
made at the proximal side of the area to be resected at 
its widest part. As soon as the choroid is exposed, a 
cyclodialysis spatula is inserted between the sclera and 
choroid, separating the two so that the scleral section 
can then be cut out with a curved tenotomy scissors 
without perforating the choroid. When the scleral sec- 
tion is resected, the choroid is then perforated in several 
spots with a Wheeler discission knife to evacuate the 
sub-retinal fluid. The sutures are then picked up, 
holding the loose end in one hand and the fixed end in 
the other and drawing on it like a purse string. Being 
waxed, it slips easily and closes one side of the incision 
left by the scleral resection, as a straight line folding the 
choroid to the inside. The other suture is handled in a 
like manner and the two loose ends are tied in a 
surgical knot over the incision. Diathermy punctures 
are then made in the sclera above and below the suture 
line in the same manner as they are done in a con- 
ventional retinal detachment operation. The inferior 
rectus is reattached to its stump, and the conjunctiva 
and capsule are closed with a running silk suture. 


I would like to report my results in a case of this type. 


Mr. C. L. D., mechanical engineer, age 65, lost his 
right eye by an injury in 1916 and subsequently de- 
veloped a cataract in his left eye. He was operated upon 
by me for a cataract in his left eye on June 26, 1945, 
which resulted in 20/25 corrected vision on August 15, 
1945. On February 2, 1946, he came to my office, com- 
plaining of a loss of his temporal field of vision in this 
left eye. Examination showed a separation of the retina 
in the nasal and lower quadrants, with a large horse-shoe 
tear in the nasal quadrant. This tear was situated 
exactly behind the insertion of the internal rectus muscle. 
On February 5, 1946, he was operated upon for this 
retinal detachment in the conventional manner, the 
internal rectus muscle being resected so that the tear 
could be completely and thoroughly surrounded with 
diathermy punctures. On March 6, 1946, the patient 
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was out of the hospital and returned to my office, and 
at that time he had 20/30 minus vision. On March 
14, 1946, his vision had become reduced to finger count, 
and examination revealed a serous detachment below, 
without a visible hole. On March 19, 1946, he was 
re-operated upon for a detachment below, and on 
April 17, 1946, he had 20/25 corrected vision. He was 
apparently making an uneventful recovery when on 
May 26, 1946, he sustained a blow to his head and 
following this his vision dropped to finger count and 
the retina was found to be re-detached below. On June 
18, 1946, a scleral resection was done, resecting a 4x12 
mm. band of sclera, as previously described. On July 
30, 1946, his corrected vision was 20/70 and there was 
some residual detachment below. We waited to see 
if it would improve, but by September 16, 1946, his 
vision was down to 20/400 and the detachment was 
becoming more marked, although still no hole could be 
seen in the detached retina. On October 5, 1946, in 
sheer desperation, because we knew of nothing else to 
do, another scleral resection was done, this time in the 
temporal quadrants, duplicating the procedure previously 
used in the lower quadrants. On October 30, 1946, in 
spite of a severe atropine dermatitis and conjunctivitis, 
his corrected vision was 20/50 and he had a full visual 
field. 


One of the interesting points in this case to me is 
that in ‘spite of two scleral resections there was no in- 
crease in his aphakic correction; in fact, the spherical 
equivalent of the glasses that he now takes is 34 of a 
diopter less than the one he originally took. 


On December 28, 1946, this patient’s corrected vision 
was 20/25-1 and he could read Jaeger No. 1 with a 
reading addition. 


Dr. Alston Callahan, Birmingham, Ala—How long a 
time have you seen elapse between the time of a retinal 
separation and the diathermy reattachment, in which a 
successful result has finally been obtained? 


A sign upon which we rely when we are differentiat- 
ing a tumor and a separation, is the presence of a hole. 
Is this a certain diagnostic sign? 


Dr. Buffington (closing) —We obtained a successful 
result in reattaching a retina which had been detached 
for nine months after a severe injury. 


Transillumination is most important in the dif- 
ferentiation of tumor versus detachment. Recently in 
our office we saw a case with a bullous detachment 
above. Transillumination showed no masses and there 
was some serous detachment below. At surgery no fluid 
escaped after the needle pierced through the sclera, 
and later we enucleated the eye and found a tumor. 


There are numbers of different operations. I have 
discussed in this paper the things that have given me 
the best results. I have not had enough experience with 
the Pischel operation to comment, but there are in- 
stances, as Dr. Clark says, where it would be a great 
deal of value, and we must continue to give it careful 
thought and consideration. 
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HERESIES AND ETHICS IN 
OPHTHALMOLOGY* 


By J. W. Jervey, M.D. 
Greenville, South Carolina 


My purpose today is to question tenets of 
some in high places, to debate formed conclu- 
sions of men who are our recognized leaders and 
teachers, and unfortunately to cast doubt on 
customs of several who are my friends. 


Thoughts hereinafter conveyed are largely 
matters of belief and as such are certainly open 
to argument. If in error, I should be corrected, 
remembering that no one in the world will ever 
know as much as he does not know. 


In voicing opinions and by engaging in cer- 
tain practices presently to be described I will 
inexorably expose myself to criticism which is 
anticipated and will it is hoped, be borne with 
equanimity. 

To begin with, protest is registered against 
propaganda foisted upon the public by the so- 
called “Better Vision Institute.” It appears un- 
seemly that some better medical journals have 
carried these notices. Many of you will re- 
call the wistful childhood pictures with titles 
such as “Eyes that trust you,” and “Little lady 
in the dark,” and the obsequious side nota- 
tion as to what magazines will publish these ad- 
vertisements. Using skilfully the term “refrac- 
tionist,” presumably so as not to hurt any- 
one’s feelings, certain opticians with support 
from interested “practitioners” have been put- 
ting on a nationwide campaign obviously de- 
signed to sell more glasses. The virtues of 
periodic examinations are extolled, but no words 
are wasted on letting the public know who may 
be best qualified to make them. My importu- 
nate voice has already been raised to the pow- 
ers that be with the same effects that Demos- 
thenes’ shouts had upon the waves of the ocean. 


It would be worth something to an occasional 
individual if the entire population could be ex- 
amined at fairly regular intervals by well 
trained medical men. This is clearly an im- 
possibility. Equally certain is the futility of 
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regular checks by non-medical refractionists 
who almost invariably miss important eye dis- 
turbarices which can be recognized only by the 
ophthalmologist. It is therefore believed that 
save in those instances where medical experience 
alone is valuable, frequent eye examinations 
point to either incompetence or desire for profit 
on the part of the examiner. 


In the next place it is evident that the impor- 
tance of spectacles has been exaggerated. Thou- 
sands are wearing glasses needlessly and their 
number increases daily. Beyond what they can 
accomplish in the cure of strabismus or the pre- 
vention of injury, glasses can do only two 
things: make one see better, or see with less 
effort. If they do not do one or the other they 
might just as well be discarded. I will yield 
only that examination of the eyes for glasses 
is indicated where signs and symptoms disturb- 
ing to the patient point to their need, and at 
school age when some children will be saved 
the stigma of stupidity or the annoyance of dis- 
comfort. 


Differing from accepted teaching my conten- 
tion is that, no matter how carefully fitted, 
glasses cannot prevent, retard, or cure disease; 
and no matter how poorly fitted, they can 
alone do no positive nor permanent harm 
though the patient may obtain neither the vis- 
ion nor the comfort to which he is entitled. This 
is why many incompetent persons doing wretch- 
ed refraction work have been able not only to 
escape the law, but to make handsome livings. 


May I insert here, somewhat parenthetically, 
a remark concerning the checking of glasses. 
Every prescription when filled should be per- 
sonally inspected by the physician for power 
of lenses, absence of flaws, and fit of frames. 
Failure to do this is inexcusable and will even- 
tually end in embarrassment or worse. It is 
not sufficient to dismiss the patient, as many 
do, with the advice, or even the request to re- 
turn if the glasses are not satisfactory. Two 
per cent or more of all glasses returned by the 
most careful optician will be found defective in 
some particular, and too many patients will 
uncomplainingly accept improvement where 
near perfection is attainable. 


In particular, I know of no well controlled 
work to prove the value of glasses in the con- 
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trol of either cataract or myopia. For years 
these cases have been told they could leave off 
their glasses whenever they liked except for 
close work in myopes when it may be desirable 
to wear them in order to stimulate accommo- 
dation normally. While this advice has not 
been given merely to please, it has inevitably 
resulted in many grateful patients, and I have 
never had occasion to regret it. Under no cir- 
cumstances except as previously noted does it 
seem necessary for any patient to wear glasses 
provided he is comfortable enough and sees to 
his own satisfaction without them. 


We come now to the consideration of a most 
important matter, one which has not been so 
openly discussed as it should have been. I 
have absolutely no apology to offer for what 
is to follow. As George Ade said: “Man is never 
so dismally employed as when he is proclaiming 
his own unworthiness,” and added even more 
pungently, “The trouble is, he may prove his 
case.” 


On the other hand I am not declaring my- 
self a paragon of either virtue or competence. 
Past failures, present limitations, and future in- 
capabilities are recognized. What is to be said 
is in no sense a criticism of the moral integ- 
rity of any group or individual and is uttered 
only with the purpose of helping others to at- 
tain that contentment and satisfaction that is 
mine. 


I am positive through discourse with friends 
that there are many among American ophthal- 
mologists who, as did I, thirst for freedom from 
the onus of accepting a profit from the sale 
of merchandise and from the opprobrium espe- 
cially justified where that profit is unknown to 
the patient and often received where no serv- 
ice is rendered. 


That I did engage in such practices I reluc- 
tantly admit; that there was any moral deprav- 
ity on my part, or on the part of others in the 
same position, I vigorously deny; that I have 
found a more satisfying, though not original, 
method of dispensing I gladly affirm. Because 
of what this change has meant to me intellec- 
tually, because of the sense of freedom and joy- 
fulness which it has brought to me, and fi- 
nally because I believe I can view this prob- 
lem from both sides reasonably, I have as- 
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sumed the privilege of bringing you this mes- 
sage. 

For more than twenty years efforts have been 
made to force physicians to discontinue the ac- 
ceptance of profit from the sale of glasses. Lit- 
tle has been accomplished because of unfair 
name calling, and such ill considered outbursts, 
as occasionally emit from some in high places 
who see only one side of the argument, merely 
clouded the issue. A few, who we may say, 
“see the light,” cannot indict thousands, as they 
have done, and hope to accomplish anything 
constructive. Listen well. There is less to be 
gained by severe criticism, denunciation, and 
vituperation, than by moderation in expression, 
reasonableness in argument, and, perhaps most 
important, helpful suggestions and amiable ex- 
ample. Little, if any, of the latter have come 
from captious critics who have been slow to 
point out closely related practices in many fields 
of medicine where transactions are not openly 
made on books which can be readily inspected. 
Remember, there are many now looking for a 
way out of a dilemma into which most ophthal- 
mologists have fallen by a train of unfortunate 
circumstances. It may not be out of place to 
quote here the words of St. Paul the Apostle, 
“Whosoever thou art that judges, thou thyself 
doeth the same thing.” 


For years I accepted profit from the sale 
of glasses, having been consistently led to be- 
lieve that it was the only practical thing to do. 
This is certainly no longer true if indeed it 
ever was. While a studied effort was made 
to inform each patient of existing arrangements, 
and although only wholesale opticians were em- 
ployed the whole thing was distasteful. For a 
long time I saw no way out of it, but the fun- 
damental reason behind any hesitancy to make 
a change was, of course, economic. One would 
be a fool to proclaim otherwise. I believe that I 
was wrong and I regret it. If now I can help 
others to get out of this embarrassing position, 
and if especially I can help prevent the younger 
men from falling into it, I shall be happy. My 
solution is practical, and since finding it, my 
work and the remuneration for it have been 
an unalloyed pleasure. 

About a year and a half ago, after the U. S. 
Government stepped into the picture, I found 
that glasses could be procured at wholesale 
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prices and dispensed from my office at what- 
ever cost I desired. The plan now in use em- 
phasizes the importance of medical skill and 
professional service. There are many details 
which had to be ironed out and which cannot 
be discussed here. It is working admirably and 
is this in substance: 


When glasses are needed the patient is given 
his prescription and sent to the optician who 
fits the frames, completes the job and sends it 
to my office with the invoice. The patient is 
rendered a statement by my secretary showing 
separately the charge for the examination and 
the actual cost of the glasses. Wherever pos- 
sible, the invoice itself is issued along with 
the statement. The patient knows exactly for 
what he pays and is satisfied, while I .am 
happy in the knowledge that payment has been 
made me for professional service only. The 
optician is reimbursed by me at the end of the 
month. 


A colleague may say, “‘The public will not pay 
a satisfactory fee for refraction.” They will, 
if it is well done, and if they know where their 
money goes. If a service is of a certain value 
the professional man should make the charge 
direct and not obtain it indirectly by the sale of 
merchandise. 


Another may say, “I do not feel right about 
charging a high fee for refraction when it takes 
so little time.” The reply is that if a job is 
well done it makes no difference whether it 
is accomplished in five minutes or an hour. A 
physician is not paid for time, but for skill 
and ability, and for judgment and experience 
which are the fruit of long and arduous years 
of training and practice. 

It is interesting to note that, at least in my 
community, a patient can pay a highly satisfac- 
tory professional fee, then the actual cost 
of the glasses and still pay less than had he 
gone to the average optometrist. 

Finally, and from a very practical point of 
view, I have not suffered financially by this 
simple change. Fees for refraction have ap- 
proximately doubled, patients have been out- 
spokenly pleased, and good will is being engen- 
dered, while the public is being educated to pay 
good fees for competent attention. It is not 


too much to hope that all ophthalmologists will 
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eventually be using dispensing methods which 
will be equally satisfactory to everyone con- 
cerned. 

My last shaft, aimed at whoever may feel 
a sting at what has been said, may be turned 
against me; it is surely barbed at both ends: 
the words of Benjamine Disraeli, “It is much 
easier to be critical than to be correct.” 





DISCUSSION (Abstract) 


Dr. Shaler Richardson, Jacksonville, Fla—I think Dr. 
Jervey has been very courageous to bring out the points 
that he has this afternoon. I quite agree with him 
that the old method of handling patients is going 
to have to be abandoned. The thing I am particularly 
interested in is having a satisfactory arrangement 
whereby the cost of glasses is reduced to the patient. 
In some sections of the country we of this Section have 
been criticized for the method of handling glasses. In 
many ways I do not think it is fair for this reason: 
we can take any of our confreres who use the so-called 
guild opticians to task for the fact that the guild 
opticians frequently charge as much as a hundred per 
cent more for the glasses than do the purely dispensing 
houses, and yet the same glasses, the same frames are 
being supplied to those patients. 

For many years I have thought that the section of 
the A.M.A., together with the Academy and the Ameri- 
can Ophthalmological Society, should work out some 
uniform plan and so advise all of its members and make 
constructive suggestions in handling lenses. 

Another point that should be seriously considered is 
the fact that in any given community there should 
be a uniformity of handling the lenses by the ophthal- 
mologists. I have known some communities in which 
very hard feelings have been created because of the 
fact that there was a difference in handling the lenses. 
I do not believe many of us are considering this seriously 
at this time because of the Government action. It is 
something, as Dr. Jervey said, that we have had in 
our hearts all the time, and have been looking for a 
solution. 

I know many excellent men who have their own 
dispensing organizations, and this probably is a very 
admirable system, but it does not suit all, for many 
men do not do sufficient work to maintain their own 
dispensing arrangement. 

The plan that Dr. Jervey has suggested is probably 
an excellent one. I am sorry he did not elaborate upon 
it because I am fully cognizant of the fact that there is 
considerable expense in any large office in the handling 
of the lenses as he has done it. There is considerable 
booking, and it takes personnel to handle this phase of 
the work. I would be particularly interested in hearing 
a little more of the detail of the plan that he follows. 


Dr. Harvey B. Searcy, Tuscaloosa, Ala—The question 
of rebates is not so bad as it seems. I differ with Dr. 
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Jervey and have no feeling of guilt. “I received rebates 
for many years until I found out how great the profit 
was to the optical house that filled my prescriptions. 
I then opened an optical house with the stock in my 
wife’s name. She now gets the profit, just as she 
would if she owned stock in any other legitimate busi- 
ness. That seems to make everything ethical, and 
evades the criticism of the reformists, but conscientiously, 
I cannot see the difference in the old and new pro- 
cedure, except that the profit in the optical business 
will continue as an investment for my family after I 
am gone. 


Formerly, I mailed my prescriptions to a Birmingham 
optical company, which mailed the glasses to my 
patients, usually C.O.D. and made a nominal fitting 
and collecting charge, or the glasses were sent to me and 
I dispensed. Again I cannot see where there is any 
material difference in the procedures. In one I pay the 
optical company to fit and collect, and the other either 
I, my nurse, or some one in the office, does the same 
thing. The patient pays the same price in both instances. 


Any physician can go to his favorite drug store and 
get a drink or drugs free for his personal or his family’s 
use. I have been told that x-ray films are charged to 
the patient at a profit to the physician. So are or- 
thopedic appliances. Almost everything that the phy- 
sician uses in his office, that is furnished to the patient, 
is charged to the patient at a profit to the physician. 
A profit is made upon the penicillin that is used by the 
physician. The nurse gives the penicillin for which 
the physician charges the patient and then he adds 
a profit charge for the medicine. That is he buys at 
wholesale and sells at retail. In the hospitals even an 
aspirin tablet, as well as other medicines and dressings, 
are charged to the patient at a profit to the hospital. 
I know of no physician who tells this to the patient. 
Where are we going to stop in this propaganda that the 
ophthalmologists are evading the ethics of medicine, 
when all physicians in active practice, in some way re- 
ceive professional courtesies from those who supply 
the material with which they work? Therefore in my 
humble opinion, I cannot feel that the ophthalmologists 
are the only members of the profession who live in 
glass(es) houses. 

The great profit in the “spectacle business” has filled 
the country with “spectacle sellers,” whose entire busi- 
ness is to make this profit and the public is being 
gouged with high pressure salesmanship and exorbitant 
prices. If in some way the price of glasses should be 
reduced to a reasonable profit, then there will be much 
benefit to the public. Better refractions will be done 
and fewer people will be wearing cosmetic, psychological, 
unnecessary spectacles. Again in my opinion, the trouble 
all goes back to the manufacturers, who formerly and 
may still, set the minimum prices and could if they 
desired freeze out anyone who cut these set prices. 
When this minimum price is eliminated and competition 
really becomes competitive, then the retail price should 
fall to somewhere near a reasonable profit. As it is the 
patient always pays whether the refractionist dispenses 
the glasses himself, or the dispensing optician does it. 
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Spectacles are really and truly a necessity and not a 
luxury and should not be in the jewelry classification 
where exorbitant prices are expected and the article 
bought only as a whim. Again to reiterate, the prices 
are the same regardless of who gets the profit. This 
profit should in some way be curtailed. One hundred 
per cent, two hundred per cent, and even three hundred 
per cent is all wrong even for a jeweler, or a depart- 
ment store to make, regardless of the ability of the 
refractionist. Some mark should be upon all spectacles 
to show the quality, for I confess I have at times dif- 
ficulty in differentiating between a $2.50 pair of glasses 
and a $25.00 pair. There should be a fair profit in the 
spectacle sale but the profit should be fair. Who gets 
the fair profit is immaterial, so long as the patient 
knows whom he is paying and the quality of the 
service he receives. 


Dr. Elbyrne G. Gill, Roanoke, Va—tThis is a most 
important subject and I will only attempt to discuss 
one phase of it: the question of handling glasses and 
receiving rebates from the opticians. This is a practice 
which should be abolished. It probably had some justifi- 
cation many years ago, but with the modern facilities 
now for having prescriptions filled for glasses, there is 
no reason why ophthalmologists should not be per- 
fectly frank and honest with the patient and tell him 
exactly whom he is paying and what he is paying for. 


We should try to impress upon our patients first, 
last and always that we are not dispensing glasses or 
selling glasses but we are rendering our patients a 
complete medical examination. There is no other part 
of the body which can reveal so much concerning sys- 
temic disorders as a thorough examination of the eyes 
if made by a competent ophthalmologist. 


I feel certain our Chairman will appoint a committee 
to study this controversial question and report back to 
our section at the next meeting. 


Dr. Jervey (closing) —Nothing has been-said about 
my ideas on cataract and myopia. 


As regards my point concerning glasses, this par- 
ticular subject has been discussed neither on the 
floor of the American Medical Association nor on the 
floor of the American Ophthalmological Society, nor 
on the floor of any organization so far as I know, with 
the exception of 25 years ago when my father brought 
this matter to your attention. 


Many details of this matter have been ironed out 
practically and inexpensively. 


This method of handling glasses has not increased my 
office overhead, nor has it added a great deal of work 
to the duties of my secretary. 


Again in reference to Dr. Searcy’s remarks, I still 
think that the glasses should be inspected before they 
are mailed or otherwise delivered. Every pair of glasses 
is sent to my office and it is inspected before it is ever 
put into the mail. I can not see that the patient is 
comfortable with the frame, but I can see that the 
measurements conform to my prescription, and in so 
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far as it is humanly possible, the job is perfect from 
the records at hand. 

Again, Dr. Searcy, I have no feelings of guilt, with 
one exception, and it applies to every one of you here 
who ever accepted rebates from a wholesale optician. 
Whether you admit it or not, deep in your heart you 
know that where a patient has broken his glasses on 
the second day that he had them, or six months after 
he had them, returned to the optician and had the 
lenses replaced for which you accepted a profit, just as 
you did on the original prescription, you feel badly 
about it! Of course you do. 


I hope the section will take some action on this matter. 





THE PRE- AND POSTOPERATIVE CARE 
OF CLEFT LIP AND PALATE* 


By Epwarp A. Kit.towskr, M.D.t 
Baltimore, Maryland 


The preoperative and the postoperative care 
of patients with congenital clefts of the lip and 
palate is of great importance in securing satis- 
factory results. The age of the patient and the 
location of the operative field materially increase 
the operative risk. Careful preoperative prep- 
aration, skillful operative work, and well di- 
rected postoperative care will keep the mortality 
rate very minimal. 

The cleft of the lip or the palate is due to a 
deficiency in tissue which prevents the parts from 
fusing normally. The cause of this loss of tissue 
is not known. It occurs roughly in about one 
in a thousand deliveries. In some patients there 
are other congenital anomalies of which those 
concerning the lower jaw and brain play an im- 
portant part in preparing the patient for opera- 
tion. 


There is still some difference of opinion as to 
the best time to correct these defects. 


We feel that the cleft lip should be repaired 
as soon after birth as possible, depending upon 
the nutrition and the vitality of the child. The 
general condition of the child is of prime im- 
portance and one should not be rushed into op- 
erating because the “new born are immune to 
shock,” or because “no mother should see her 
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baby with a cleft lip.” The closure of these 
clefts is never an emergency operation. 

A patient born with a cleft lip cannot suckle 
at the breast. No effort should be made to make 
it do so, inasmuch as it will get very little nour- 
ishment and the mother will be subjected to a 
useless discomfort. Feedings should be done 
with a syringe or a Breck feeder. Gavage should 
not be started. This method of feeding will fre- 
quently result in gastro-intestinal upsets with 
the danger of trauma to the pharynx and a pos- 
sible passage of the tube into the trachea. Some 
patients become so accustomed to this way of 
taking food that it becomes extremely difficult 
to readjust them later. 

The patient will make the natural suckling 
effort when the formula is fed by syringe or 
nipple. The opening in the lip and palate will 
permit air to be taken with each swallow of the 
formula. This results in distension of the 
stomach with air before any sufficient amount 
of the formula has been taken. After the pa- 
tient is placed on the bed, a belch or two will 
cause the regurgitation of most of the feeding. 
As a result the patient is not receiving sufficient 
nourishment, fails to gain weight and becomes 
very cranky. A change in the formula at this 
stage simply adds to the difficulties. 

The mother should be instructed in feeding 
the patient herself before she leaves the hos- 
pital with the baby. The baby is given some 
formula, then it is elevated over the shoulder 
and burped. This should be done frequently 
during the feeding. It will prolong the time 
considerably but is necessary to assure com- 
plete consumption of the formula by getting 
the air out of the stomach. 


When the child is taking the formula satis- 
factorily the doctor can then evaluate its efficacy 
and can regulate it intelligently. The birth 
weight should be regained in about ten days. If 
there are dietetic difficulties no operative pro- 
cedure is contemplated until they are adjusted, 
even if it takes a number of months. 


Some patients tend to have a receding lower 
jaw which may cause the tongue to drop back 
especially at feeding time. There is a tendency 
to cyanosis and respiratory distress. The great 
majority of these patients will overcome this 
difficulty in a few days but need careful watch- 
ing during this period. Sometimes it becomes 
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necessary to suture the tongue forward, attach- 
ing it to the lip. These cases should be hospital- 
ized to insure twenty-four hour nursing care. 
In an occasional case, where cyanosis is very 
great and persists, the patient should be kept in 
an oxygen tent. Repair of the cleft will not re- 
lieve this situation and the risk of losing the 
patient is extremely high. Occasionally these pa- 
tients will begin to have very high rises in tem- 
perature. Careful physical examinations will 
fail to reveal any explanation for this condition. 
The elevations may be periodic, at intervals of 
a few days, and finally reach an extremely high 
elevation. All efforts to keep these rises within 
safe limits usually are unsuccessful. The patient 
usually dies in one of these episodes. The neu- 
rologists feel that there may be some anomaly 
around the fourth ventricle, although it has 
never been demonstrated. These conditions, if 
present, will be adjusted or the patient will die 
some time during the first two weeks of life. 


Some babies have jaundice at birth, which 
gradually clears up itself during the first week 
of life. It is common knowledge that clotting is 
slower when jaundice is present, hence an opera- 
tive procedure is relatively more dangerous be- 
cause of hemorrhage. In a very young infant 
a seemingly small loss of blood may be fatal, 
hence it is advisable to avoid this risk. 


It is known that three out of four new born 
are low in prothrombin. In one out of four it 
is so low that fatal hemorrhage may result at 
operation. It is also known that almost all of 
the new born will make enough prothrombin in 
the first few weeks to eliminate this danger. It 
is therefore advisable to secure a bleeding and 
clotting time on these patients before operating. 
K vitamin therapy will correct any cases which 
show a delayed bleeding or clotting time. 


Some authorities have laid great stress upon 
the pressure of an enlarged thymus gland. It is 
felt by some that x-ray therapy should be given 
in the cases where enlargement is present and 
that all patients should be x-rayed before opera- 
tion to determine whether an enlarged thymus 
gland is present. 


We feel that demise from an enlarged thymus 
gland is a mechanical disaster due to pressure 
upon the trachea. We do not x-ray our patients 
to determine the presence or size of a thymus 
gland. We feel that x-ray therapy is decidedly 
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dangerous because of the danger of causing 
fibrosis in the lungs with permanent damage re- 
sulting in an asthmatic type of injury. A trained 
anesthesiologist can safely carry a patient 
through an operation with little danger. 
Taking all of these factors into consideration 
the patient is usually ready for operation some- 
time between the third and fifth week. It is 
advisable to have the baby in the hospital for 
at least twenty-four hours before operating so 
that it will be rested from the trip and become 
accustomed to its new surroundings. The form- 
ula is carried on in the hospital exactly as it was 
worked out before the patient was admitted. 


The hemoglobin is checked upon admission to 
the hospital. If it is under 70 per cent we do 
not operate. Medication or small transfusions 
are given to bring the hemoglobin up if there 
is a pathological reason found. Often otitis 
media will cause the hemoglobin to be low. This 
must be cleared up before operation. 


These little patients become dehydrated very 
quickly and will have a rapid elevation in tem- 
perature if fluids are withheld for any length 
of time before operation. We give these patients 
their feeding at 6 a.m. and water up to the 
time they come to the operating room. The 
usual hour is about 9 a.m. for operation so that 
the early feeding is not regurgitated. 


After operation water is given as soon as the 
patient reacts and the formula given at the 2 
o’clock feeding time. Sedation is given to keep 
the baby from crying too much. Restraining 
cuffs are placed over the elbows to prevent the 
child from putting the hands into the mouth or 
sucking on the fingers. Nose drops of sulfa drugs 
or other medication are not used unless indicated 
by a discharge from the nose. No systemic sulfa 
medication is used unless indicated. No dress- 
ings are applied over the suture lines. They are 
simply painted with compound tincture of ben- 
zoin after the operation and left alone unless 
some infection appears. We have found that the 
healing is much more satisfactory if the lip is 
kept dry and exposed to the air. In the double 
clefts closure of the wide space may cause some 
respiratory distress because the lower lip tends 
to pull in. This means that the nursing care 
has to be more intense and the patient closely 
watched for the first twelve hours. The lip is 
simply pulled down to permit easier breathing. 
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The patient will adjust and take care of itself 
very well after it completely reacts. 


After the first two days the patient is free 
of pain and comfortable. Stitches are removed 
from the cutaneous surface of the lip in four 
to six days, while those in the floor of the nostril 
and in the mucous membrane are removed on 
the twelfth day. These hold the muscles to- 
gether and carry the stress of lip motion and 
must be kept in place until healing is well es- 
tablished. After these stitches are removed the 
patient is placed on a regular bottle with a 
nipple and cared for like any other child. 


About four weeks after operation massage is 
started. The mother is instructed to roll the 
lip between the fingers gently every day for 
about five minutes. We suggest that the best 
time to do this is at the bath time so that it 
becomes a part of the routine daily care of the 
child. The suture line is very firm at first but it 
gradually softens. Gentle daily massage is indi- 
cated rather than prolonged massage a few times 
a week. Prolonged massage will cause irritation 
and the scar will not soften. At first the patient 
may object but it soon becomes accustomed to 
the massage and the mother will experience no 
difficulty. In the course of two months the lip 
will become normally soft and pliable if the 
muscle approximation was reasonably correct. 
An open palate will cause some milk to escape 
through the nose at times. The nasal passages 
can be kept clean with cotton applicators wet 
with saline or boric solution. The nostrils are 
simply wiped out; no medication is necessary. 


The period of hospitalization is about fifteen 
days. We prefer to have the patients under our 
complete care without the mother in the hospital. 
This prevents any misunderstanding between 
the mother and the nursery staff and does not 
divide the responsibility for the care of the pa- 
tient. Patients are too young to miss the parents 
and the mother is also spared the anguish of 
seeing the baby uncomfortable or seemingly in 
pain. 

The repair of the cleft palate is not attempted 
before the child is at least one year old. The 
type and extent of the cleft in the palate will 
determine the time for operation. Patients with 
clefts of the palate very frequently have enlarged 
tonsils with a large amount of adenoid tissue 
present. They sometimes have attacks of otitis 
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media because the openings of the eustachian 
tubes are bathed with the food the patient eats. 


The tonsils and adenoids should be examined 
and removed before operation, if they are dis- 
eased or greatly enlarged. Infected tonsils will 
invariably cause the suture line to break down. 


The patient should be in good health with a 
hemoglobin above 70 per cent and free of res- 
piratory infections. Frequently these patients 
will have a constant discharge from the nose 
which is due to the irritation of the nasal mucous 
membranes by food. If there is an elevation in 
temperature and the blood count is normal, the 
discharge and slightly reddened condition of the 
throat can be ignored. 

If there is a cleft of the soft palate only or if 
there is a cleft of the soft palate and a portion 
of the hard palate behind the alveolar process, 
the defect can be closed at one operation. We 
therefore elect to wait until the patient is fifteen 
to eighteen months old before operating. This 
permits an operation on better tissue with a pa- 
tient in better condition to undergo an operation. 
We feel that all clefts of the palate should be 
closed, if possible, before the patient is two 
years old. Children as a rule begin to talk at 
about two years of age and we feel that better 
speech will be secured if the patient does not 
have to change any speech habits. The tongue is 
used to plug the opening in an effort to enun- 
ciate. If the patient is permitted to learn to 
talk this way he will have to re-train the tongue 
before getting good enunciation. 


If the cleft involves the alveolar process, we 
prefer to close the majority of defects in two 
stages. The long flaps necessary for such a 
complete closure may slough which will preclude 
any possibility for good speech and often for 
any successful closure without extensive opera- 
tive procedures. 


The hard palate is closed first, at which time 
the adenoids and tonsils can be easily removed. 
The procedure is done when the child is about 
one year old. The soft palate is then closed 
some eight to ten months later. This plan gives 
more than reasonable assurance of successful 
closure. There may be small perforations result- 
ing usually at the junction of the hard and soft 
palate. These do not impair the desired long 
palate and can be closed later without too 
much trouble. 
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After operation the patient is given sterile 
liquids without milk for twenty-four hours by 
syringe. We try to prevent as much motion 
as possible in the soft palate so we elect to 
feed by syringe, rather than to permit the patient 
to drink out of a cup or glass. We exclude milk 
for the first twenty-four hours because we feel 
that the curd may get into the suture line. After 
twenty-four hours the edges are sealed by nature 
and this possibility is negligible. After the first 
day we give the patient all liquids, including 
milk, non-sterile. Attempting sterile feeding is 
rather far fetched when one considers the mouth. 
No medication of any kind is used postopera- 
tively except sedation, unless indicated. If curd 
attaches itself to the ends of the sutures it is 
cleaned off with cotton applicators moistened 
with peroxide. We find that this need be done 
only once or twice during the first week after 
operation. 

After seven days the patient is given a soft 
diet, which excludes bread crusts or any kind 
of roughage. The diet consists of cooked cereals, 
soft boiled eggs, mashed potatoes, soups, pureed 
vegetables and very finely chopped meat. In 
other words, anything which does not have to be 
chewed. The stitches are removed after the 
twelfth day. The patient is then permitted to 
eat the regular diet indicated for its age. 

Four weeks after operation we urge the 
parents to get wind and blowing toys for the pa- 
tients. This is the best form of exercise for the 
palate. When a patient can blow up a balloon 
he does not lose air through the nose and the 
mechanics for good speech are present. 

It is necessary for the mother to help the 
patient to enunciate clearly. We urge that the 


patient be trained to speak slowly and as clearly 


as possible. Any word which is not spoken dis- 
tinctly should be repeated over and over. The 
patient can then be certain of securing perfect 
speech. In some cases the tissue present is too 
scant to get the desired length to the palate, even 
with successful closure. These palates can be 
lengthened in subsequent operations. 

Skillful surgery is necessary to assure the best 
results. Complete relaxation of the tissues is 
essential to successful closure both in the lip 
and the palate. Tension sutures of wire or other 
heavy materials are not desirable, both because 
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they tend to cut into the tissue and because the 
tension causes sloughing. The operation should 
not take more than one hour. Only experience 
gained through frequent operation upon these 
cases makes the surgeon adept enough to per- 
form these operations satisfactorily. Failures, 
especially in the palate operations, may deprive 
a patient of any chances of distinct speech. 


Careful attention to the preparation of the 
patient for operation has resulted in a very 
gratifying mortality rate. Over a period of fif- 
teen years, during which time over a thousand 
operations were performed for clefts of the lip 
and palate, we have lost three patients. None 
was lost on the operating table because of anes- 
thesia. Two-thirds of these cases were operated 
upon before they were two years of age and 
many, two or three times during that period to 
close both the lip and palate. Complete separa- 
tion of the lip or palate occurred in five cases, 
two in the lip and three in the palate. In these 
patients more was attempted at one operation 
than was advisable, chiefly due to the condition 
of the patient. The patients developed respira- 
tory infections immediately after operation or 
operation was attempted to help the general 
condition of the patient, on the advice of the 
attending pediatrician. 


CONCLUSIONS 


(1) Operations for repair of clefts of the lip 
and palate should not be undertaken until the 
patients are in the best possible physical con- 
dition. 

(2) The preoperative and postoperative care 
of these patients should be in the hands of a 
pediatrician working with the surgeon. 


(3) The lip should be closed when the child 
is physically fit, as soon after birth as possible, 
usually sometime during the third to fifth week 
after birth. 

(4) The palate should be closed after the 
child is one year old and before it is two years 
old. 

(5) The success or failure of the operative 
work depends largely upon the nursing care. 

(6) Skillful surgery by an experienced sur- 
geon on a well prepared patient will result in a 
mortality rate which is well below one per cent. 
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OBSERVATIONS ON THE ANTIANEMIC 
PROPERTIES OF VITAMIN Bi2* 


By Tom D. Spies, M.D. 
Rosert E. Stone, M.D. 
and 
Tomas ARAMBURU, M.D.t 
Birmingham, Alabama 


‘ 
In 1947 Shorb! reported finding in refined 
liver extracts a factor required by Lactobacillus 
lactis Dorner (LLD factor) which was present 
in an almost linear relationship to the unit 
potency of the extracts used in the treatment 
of pernicious anemia. Recently Rickes, Brink, 
Koniuszy, Wood and Folkers? have isolated from 
liver a crystalline compound, vitamin B12, and 
Shorb? who assayed its potency value for Lac- 
tobacillus lactis Dorner believes it to be either 
wholly or partially responsible for the LLD 
growth activity observed for liver extracts. In 
clinical tests West* obtained a positive hema- 
tological response in three patients with per- 
nicious anemia following the intramuscular ad- 
ministration of vitamin Biz in single doses of 
3, 6 and 150 pug respectively. 





*Northwestern University Studies in Nutrition at the Hillman 
Hospital, Birmingham, Alabama. 

*This study was aided by grants from the Martha Leland 
Sherwin Fund and from the Birmingham Citizens Committee. 


*The vitamin Bi2 was furnished by Dr. Augustus Gibson of 
Merck & Company, Inc. 


tWilliams-Waterman fellow in nutrition. 
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The present communication is concerned with 
the response of five patients to the administra- 
tion of vitamin Biz. Two of these patients had 
pernicious anemia, two had nutritional macro- 
cytic anemia, and one had non-tropical sprue. 

The five patients selected for this study had 
been under observation in the Nutrition Clinic 
for years and all observers agreed on a diagnosis 
of nutritional macrocytic anemia in two cases, 
non-tropical sprue in one case, and Addisonian 
pernicious anemia in two cases. The patients 
were admitted to the hospital where rigid dietary 
control was initiated and maintained throughout 
the course of the study. Meat, meat products, 
fish and poultry were excluded from the diet. 
Only one egg, two glasses of milk and one table- 
spoon of butter were allowed daily. All other 
foods were given in the amounts desired by the 
patient. 


On admission a detailed medical and dietary 
history were obtained and a thorough medical 
examination performed. 

Gastric analyses were done prior to and after 
therapy by Miss Monette Springer and Miss 
Frances Prudich. The gastric contents were 
tested for hydrochloric acid using Topfer’s 
reagent, for rennin using Mett’s tubes, and for 
pepsinogen using L. Michaelis technic. 

Daily hematologic examinations were made 
with the assistance of Miss Helen Grant, Miss 
Anne Ellis, and Miss Hady Lopez. The labora- 
tory determinations included white cell and 
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Cases 1, 2 and 3 had free hydrochloric acid in the gastric content. 
Cases 4 and 5 had histamine fast achlorhydria. 
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erythrocyte counts, hemoglobin determinations, 
and reticulocyte counts. The hemoglobin con- 
tent of the blood was determined in grams by 
means of a Leitz photoelectric colorimeter. The 
reticulocytes were counted in wet preparations 
by the use of a modified brilliant blue solution 
of Dameshek. Bonemarrow was obtained prior 
to treatment by sternal aspiration using a 
Turkel Trephine instrument for biopsies and 
marrow infusions—14-17 gauge, 20 mm. long. 
Another specimen was obtained at the peak of 
reticulocytosis and still another when the reticu- 
locytes returned to normal. Differential counts 
were made. 


After the baseline determinations were com- 
pleted, the patients were injected with crystalline 
vitamin Biz. As can be seen in the table, each 
of two patients with nutritional macrocytic 
anemia were given 0.006 mg. (6 micrograms). 
One patient with Addisonian pernicious anemia 
and one with non-tropical sprue were given the 
same amount, and one patient with Addisonian 
pernicious anemia was given 0.015 mg. (15 
micrograms). 


From the third to the fifth day after the ad- 
ministration of vitamin Biz, the patients volun- 
teered that they felt much better. They were 
clearer mentally and appeared to have increased 
strength and vigor. Soreness and burning of the 
mouth and tongue which was present in each of 
the five cases had disappeared by the fourth or 
fifth day following the beginning of therapy. As 
can be seen in the table, the reticulocytes rose 
in the expected way and reached a peak from the 
fifth to the ninth day. This was followed by an 
increase in red blood cells and hemoglobin and, 
in all except one case of nutritional macrocytic 
anemia (Case 2), in white blood cells. Case 5 
volunteered on the fifth day of treatment that 
the paresthesias and pains of the extremities 
and physical signs of tenderness and hyper- 
esthesia of four weeks’ duration had definitely 
diminished. In interpreting these results, it must 
be kept in mind that a larger dosage of vitamin 
Biz almost certainly would have produced a 
more spectacular hematologic response. 


To summarize, the intramuscular injection of 
a sterile solution of crystalline vitamin B12 to 
two cases of Addisonian pernicious anemia 
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(Cases 4 and 5) was followed by a positive 
hematologic response. These observations con- 
firm those of West. In addition, we observed 
a great clinical improvement which was not 
discussed by West in his brief report. The 
response of two cases of nutritional macrocytic 
anemia (Cases 1 and 2) and one case of non- 
tropical sprue (Case 3) shows that this sub- 
stance has positive hemopoietic activity in these 
diseases. In each of the five patients there was 
a striking clinical improvement which included 
an increase in their feeling of well-being, mental 
alertness, strength and vigor, and complete re- 
lief of the soreness and burning of the mouth 
and tongue. 
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OBSERVATIONS ON THE HEMOPOIETIC 
RESPONSE OF PERSONS WITH TROPICAL 
SPRUE TO VITAMIN Biz 
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FERNANDO Mitanes, M.D. 
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Havana, Cuba 


In the mythology of many races, the idea of 
taking liver internally goes back to antiquity. 
The modern era of its therapeutic usefulness was 
not initiated until 1926 when Minot and 
Murphy! demonstrated that whole liver pro- 
duced a remission in persons with Addisonian 





*Northwestern University Department of Nutrition and Metab- 
olism Studies at the Calixto Garcia Hospital, Havana, Cuba. 
*This study was aided by grants from the Martha Leland 
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*The vitamin Biz was supplied by Dr. Augustus Gibson, Merck 
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pernicious anemia. Soon after this observation 
was reported, it was found that liver was useful 
in the treatment of macrocytic anemia of preg- 
nancy and of tropical and non-tropical sprue. 
The patients often complained of difficulty in 
eating large quantities of liver, however, and it 
soon became apparent that a potent liver ex- 
tract would be more convenient to administer. 
Since then, various concentrated liver extracts 
have been shown to be efficacious. These prep- 
arations varied considerably, depending on the 
source, the method of extraction, and many 
uncontrolled factors. 


When folic acid, a new member of the vitamin 
B complex, became available in sufficient quan- 
tities for clinical testing in 1945,? it was found 
to have a dramatic effect on certain patients 
with macrocytic anemia in relapse. This was 
the first synthetic chemical compound found 
that effected blood regeneration in persons with 
the macrocytic anemia of pernicious anemia, of 
nutritional deficiency, of pregnancy, and of 
tropical and non-tropical sprue. With the ad- 
vent of folic acid, a pure compound therapy, a 
milestone was passed toward learning something 
of the pathogenesis of the macrocytic anemias. 
As time has gone on, folic acid has been found 
effective in producing blood regeneration in all 
the anemias in which liver extract is effective, 
and it is ineffective where liver extract is in- 
effective. Folic acid does not prevent, control, 
or relieve the symptoms arising from subacute 
combined degeneration of the spinal cord.5 

The search for other pure compounds of 
known chemical structure which have anti- 
anemic properties has proceeded, and in 1946+ 
it was reported that 5-methyl uracil (thymine) 
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has positive hemopoietic properties. This sub- 
stance, which is a basic cell constituent of the 
body, is effective in producing blood regenera- 
tion in the same types of anemia in which liver 
extract and folic acid are effective. Like folic 
acid, it neither prevents nor relieves subacute 
combined degeneration of the spinal cord.5 

The amount of folic acid and 5-methyl uracil 
present in concentrated liver extract is infinitesi- 
mal and is incapable of producing remission in 
persons with macrocytic anemia. Accordingly, 
the search for more potent antianemic factors 
has gone on. Recently, the isolation of a growth 
factor for the Lactobacillus lactis Dorner has 
been shown to have a linear relationship to the 
potency of concentrated liver extract.6’? This 
factor, termed vitamin B12, administered in 
small amounts to patients with pernicious 
anemia, produced a positive response. It is 
with the effect of crystalline Bi2 on patients 
with tropical sprue that the present communica- 
tion is concerned. 


Two patients with tropical sprue were se- 
lected for study using the following criteria: (1) 
The patient must have a macrocytic anemia 
with red blood cell counts of 2.5 million or less 
and a color index of over 1. (2) The bone mar- 
row must contain megaloblasts and must have 
the typical erythroblastic arrest seen in macro- 
cytic anemia. (3) He must have diarrhea char- 
acterized by fatty stools. (4) He must have 
glossitis and weight loss. (5) He must be un- 
treated or he must not have been treated re- 
cently enough to interfere with our evaluation 
of vitamin Biz as a hemopoietic agent. 

Both patients were admitted to the hospital 
and were maintained throughout the course of 
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the study on a diet devoid of meat, meat prod- 
ucts, fish, poultry, milk, and eggs. 

Bone marrow was obtained by sternal aspira- 
tion prior to treatment and at the peak of 
reticulocytosis. Red and white blood cell counts, 
reticulocyte counts, and hemoglobin determina- 
tions were made by methods described prev- 
iously.? 


Gastric analyses were done before and after 
histamine stimulation. 

After the baseline studies were completed, 
each of the patients was given a single dose 
of 0.008 mg. crystalline Bie intramuscularly. 


The two brief case summaries and the find- 
ings in the table show a definite clinical and 
hematologic response. 


Case 1—A 67-year-old Cuban fruit vendor with 
tropical sprue, was admitted to the Calixto Garcia 
Hospital, Havana, Cuba, complaining of epigastric dis- 
tress, diarrhea, and weight loss. 

For the previous twenty years he had frequently 
had diarrhea and epigastric distress. Four months prior 
to admission his tongue became very sore; he lost his 
appetite and began having from three to ten large, 
watery, foamy, yellow colored stools daily. During 
this time he had a considerable but unknown weight 
loss. He grew progressively weaker and for three 
months had been unable to work. 

Physical examination showed a pale, extremely thin 
man who appeared weak but not acutely ill. The tongue 
was red and smooth. Otherwise, the physical findings 
were negative, and there were no abnormal neurological 
findings. 

Gastric analysis showed free hydrochloric acid in 
the gastric contents. An oral glucose tolerance test 
showed a flat curve. The stools were copious, semi- 
liquid, light yellow in color, and contained no parasites. 
The bone marrow showed typical megaloblastic arrest. 
The peripheral blood findings are shown in the table. 

On the third day following therapy, the patient 
volunteered that his mouth and tongue were much less 
sore, that he felt stronger, and that he was hungry for 
the first time since the onset of his illness. By the 
sixth day his appetite was tremendous; he ate double 
portions of all the foods offered. By this time the 
soreness of his tongue had disappeared, and it appeared 
normal in color. The volume of the stools had decreased, 
and the bowel movements were accompanied by much 
less gas and intestinal cramping. 


Case 2—A 62-year-old white Cuban was admitted to 
the Calixto Garcia Hospital, Havana, Cuba, complain- 
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ing of soreness of the mouth and tongue, diarrhea, weak- 
ness, and pain and swelling of the feet and legs. 


Two and one-half years before his admission, his 
mouth and tongue became so sore he could eat very 
little and he began having diarrhea. Within a few 
months he became too weak to work. At this time he 
took some “orange tablets,” and his mouth and tongue 
improved, his diarrhea disappeared, and he gained 
enough strength to return to work for eight months. 
Then his mouth and tongue again became sore, he could 
eat very little, and he began having diarrhea con- 
sisting of from three to five soft to liquid, foamy, 
yellow stools daily. Since then he had been unable to 
work and had become weaker and weaker. For the 
previous year he had had severe pain in his legs and 
swelling of his feet and legs up to his knees. In the 
two and a half years since the onset of his illness, he 
had lost 70 pounds in weight. 


Gastric analysis showed free hydrochloric acid in the 
gastric contents. An oral glucose tolerance test showed 
a flat curve. The stools were copious, foamy, liquid, 
light yellow in color, and contained no parasites. The 
bone marrow showed typical megaloblastic arrest. The 
peripheral blood findings are shown in the table. 


On the third day after therapy the patient volunteered 
that he felt stronger, that his appetite had returned, 
and that his tongue was so much better he could eat 
without discomfort. For the first time since his ad- 
mission, the volume of the stools decreased and they 
were less gaseous. On the sixth day he volunteered that 
he felt “wonderful.” By this time the soreness and 
redness of his tongue had disappeared, and he was eating 
large quantities of food. 


To summarize, we may state that each of two cases 
of tropical sprue in relapse responded clinically and 
hematologically following the single injection of 8 micro- 
grams of vitamin Bye. 
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FURTHER EXPERIENCES WITH 
DICUMAROL THERAPY IN 
CORONARY THROMBOSIS* 


By H. Raymonp Peters, M.D. 
Joun P. Doences, M.D. 
and 
CHARLES E. BRAMBEL, Ph.D. 
Baltimore, Maryland 


INTRODUCTION 


In the early months of 1946 the use of 
dicumarol as an anti-coagulant in coronary 
thrombosis was reported.! In a series of 50 
dicumarolized patients compared to 60 control 
cases a very appreciable reduction in the in- 
cidence of thrombo-embolic complications and 
even mortality rate was found. The need for 
further clinical evaluation was stressed. Con- 
currently, Nichol and Page? revealed a very 
definite lowering in mortality rate and thrombo- 
embolic complications in 44 patients. Also, 
working independently, Wright’ reported on the 
use of the drug in 76 coronary cases with equally 
favorable results. Recently, Parker and Barker‘ 
at the Mayo Clinic have likewise demonstrated 
an appreciable reduction of thrombo-embolic 
complications in 50 cases but with “little in- 
fluence on the total mortality rate.” In an effort 
to obtain a comparatively quick and statistically 
reliable evaluation of the efficacy of dicumarol 
prophylaxis in coronary thrombosis, the Ameri- 
can Heart Association has created a committee 
for a nation-wide study of the use of this 
drug. Considering the rather striking reduction 
in embolic phenomena and even mortality rate in 
our first published series, it was of interest to 
determine as soon as possible whether a sub- 
sequent numerically similar group of treated 
cases would in any way bear out the initial 
results. 





*Read in General Clinical Session, 
Medical Association, Forty-First Annual Meeting, 
Maryland, November 24-26, 1947. 


“From the Departments of Medicine and Clinical Bio- 
chemistry, Mercy Hospital Division, University of Maryland 
School of Medicine. 


*Miss Helen E. Gardiner, R.N., carried out the technical work. 
Electrocardiographic evaluations were made through the courtesy 
of Dr. T. Conrad Wolff. This investigation has been made possible 
Soom a grant in aid by the Abbott Laboratories, North Chicago, 

inois. 


Baltimore Day, Southern 
Baltimore, 
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Should there be any doubt concerning the 
importance of prophylaxis against thrombo- 
embolic complications in coronary thrombosis, 
very recent clinical and autopsy statistics not 
only emphasize the incidence of such complica- 
tions, but stress even more strongly their role 
in causing fatalities. Mintz and Katz> in a 
careful study of 572 cases of recent myocardial 
infarction state that 52 patients had thrombo- 
embolic phenomena in which group there was 
a mortality rate of 55.8 per cent. By actual 
autopsy evidence, Hellerstein and Martin® re- 
cently reported on 160 cases of myocardial in- 
farction and found thrombo-embolic lesions in 
45 per cent. More striking still, is their state- 
ment that “peripheral infarcts were a main or 
contributory cause of death in 43 of 160 cases.” 


Since accumulating investigations reveal more 
and more conclusively that thrombo-embolism 
occurs in appreciable incidence in myocardial 
infarction, it is not unreasonable to presume that 
an abnormality of the blood clotting mechanism 
concurrently exists. At present, however, the 
demonstration of a clotting tendency by labora- 
tory test is a very live and controversial sub- 
ject. This phase will be considered later in more 
detail. 


CLINICAL MATERIAL 


All cases of coronary occlusion with infarction 
treated on the medical services of Mercy Hos- 
pital since our first reported cases have been 
critically reviewed. The same criteria were used 
for defining clinical material: no case has been 
included which did not have a typical clinical 
history substantiated by laboratory findings and 
absolutely unequivocal electrocardiographic trac- 
ings (Table 1). Thus, a number of cases which 
manifested classical symptoms and signs, but 
had equivocal electrocardiographic evidence were 
excluded from the series. We found 86 cases 
which fulfilled the necessary criteria. All re- 
ceived the generally accepted treatment for 
coronary thrombosis. Sixty of these cases in 


addition received dicumarol therapy, while in 26 
patients the drug was not administered. Whereas 
in our first report the dicumarolized group 
numbered 50 as compared with a control group 
of 60, the very publication of this report has 
induced an unwillingness on the part of some of 
our clinicians to withhold anti-coagulant therapy 
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in coronary cases and hence explains our some- 
what low-control series. However, our combined 
statistics since March 1943 gives a comparison 
of 110 dicumarolized patients against 86 control 
cases. The age distribution in our added cases 
(Table 2), both dicumarolized and controls, 
closely approximated each other, and also the 
first reported series. In the present series males 
have predominated in each group, whereas in 
our first report the sex distribution was about 
equal. In the present control group 11.1 per 
cent had prior attacks and in the dicumarolized 
group the incidence was 13.3 per cent. The 
percentage of cases which clinically or by 
autopsy showed evidence of congestive failure 
was 33.3 per cent of the dicumarolized cases and 
30.7 per cent of the control group. 


Thus, our dicumarolized and control cases 
approach other reported series as regards this 
serious complication. In fact, they were some- 
what higher than the 23.1 per cent experienced 
by Mintz and Katz in their large series. 


METHODS 


In the present investigation, the prothrombin 
clotting time method recommended earlier? was 
used in the control of the oral anticoagulant, 
dicumarol. Meticulous efforts were exercised in 
maintaining uniformity of the laboratory pro- 
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To obtain such levels, we feel that no 
standard dosage scale is possible, primarily be- 
cause of individual variation in response to the 
drug. Immediately following the initial pro- 
thrombin clotting time determination, 300 milli- 
grams are usually administered. A prothrombin 
clotting time determination is run 24 hours after 
the initial dose and subsequent dosages are esti- 
mated by the response of the patient. With such 
a pattern, the prolonged cumulative effect of 
several consecutive daily doses that is usually 
encountered is avoided and hyperreactors to the 
drug can be detected. 


As previously reported,! when prothrombin 
clotting time of saline diluted plasma (12.5 per 
cent) reaches 400 seconds, this is considered as 
a caution signal and dicumarol administration 
is stopped. If this level persists for more than 
24 hours, a soluble synthetic derivative of vita- 
min K (“hykinone,” 72 milligrams) is adminis- 
tered intravenously. In this manner undesired 
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hemorrhagic levels are forestalled and complete 
control of the anticoagulant drug can be safely 
maintained. Prothrombin clotting times are run 
routinely every other day since the results ob- 
tained from daily tests reveal that no additional 
information is appreciably contributed that is 
not obtained from alternate day testing. It is 
an established fact that the effect of a single 
dose requires 36 to 48 hours to manifest a com- 
plete response.? In a number of instances, how- 
ever, daily testing is employed when it is felt 
that additional information is needed to predi- 
cate the response to dicumarol. However, daily 
testing should be the rule where experience and 
judgment are insufficient to maintain an effec- 
tive and non-hazardous anticoagulation level. 
We still find that hyper- and hypo-reaction to 
the drug requires constant vigilance. 

The drug is usually continued during the hos- 
pital course, averaging 6 weeks. 


RESULTS 


In our added 26 control cases, which is ad- 
mittedly a very small number, there were nine 
deaths: six of these were due to congestive 
failure, two from pneumonia and one from 
clinical pulmonary embolism (Table 3). How- 
ever, the total control cases number 86 and of 
these 22 died (Table 4). Seven died in this 
group of clinical embolism, eleven of congestive 
failure, two of arrhythmias and two of pneu- 
monia. 

We have added 60 cases to the previously re- 
ported series of 50 dicumarolized patients. In 
this series there were ten deaths; six of which 
died of congestive failure, four died of periph- 
eral vascular collapse, and there was no clin- 
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ical embolism. It is interesting to note that of 
the ten deaths, five died within three days after 
the initiation of dicumarolization and that anti- 
coagulation was hardly established within this 
period (Table 5). Should we have excluded these 
cases as not belonging to our other fully di- 
cumarolized patients, the mortality rate would 
drop to five deaths in 55 cases. However, this 
report, as our former one, comprises the treat- 
ment of all fully established cases of coronary 
thrombosis. Our total of dicumarolized cases, 
then, numbers 110 with 12 deaths compared to 
the control group of 22 deaths in 86. In the 
present control series 11.6 per cent were ad- 
mitted in their second attack of coronary throm- 
bosis and of these the mortality rate was 66 
per cent. In the dicumarolized series 13.3 per 
cent of the cases were seen in their second attack 
with a mortality rate of 37.5 per cent, a re- 
duction of deaths in this more severe group of 
almost one-half. It may be felt that over 50 per 
cent of the deaths in coronary thrombosis are 
due to causes other than thrombo-embolism, such 
as congestive failure, shock, and arrhythmias. 
To this we agree, but it must be remembered 
that more recently many clinical and autopsy 
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observations have stressed the increased in- 
cidence of thrombo-embolism in these very com- 
plications, all of which result in slowing of the 
circulation. It would seem then that eventually 
dicumarol prophylaxis might reflect itself in a 
lowered mortality rate. Hence, our report on 
mortality rates reveals in our total dicumarolized 
group a reduction to two-fifths of our controls. 

As regards clinical embolism in our added 
control series of 26, there were three, one of 
which contributed to the death of the patient. 
In our total control cases to date there were 
thirteen out of 86. There was one case of 
peripheral arterial occlusion; the remainder were 
pulmonary or cerebral. Seven of the thirteen 
cases terminated fatally. In our 60 added cases 
receiving dicumarol there were no cases of 
clinical embolism. This brings our total coronary 
cases receiving dicumarol to 110 with one case 
of clinical embolism (Table 6). This case as 
previously reported,' did not receive dicumarol 
until the eighth day and was non-fatal. 

While no embolic processes occurred in the 
group receiving the drug, there were two cases 
of thrombophlebitis of the leg (Table 2). Un- 
fortunately, these instances of peripheral vas- 
cular thrombosis were directly due to an inade- 
quate depression of prothrombin activity at the 
time of onset. One of the deaths at autopsy re- 
vealed a mural thrombus (Table 2). This death 
has been previously mentioned as occurring 
within three days after initiation of dicumarol 
administration and six days after the attack. 
Careful search at the autopsy revealed no signs 
of embolism. 
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TOXIC EFFECT 


In our present series of 60 dicumarolized 
patients, only one case had a possible hem- 
orrhagic effect. This was observed in a hyper- 
tensive patient who suddenly developed pete- 
chiae on the lower extremities. It is to be noted 
that at this time his prothrombin activity was 
40 per cent of normal. With less depression of 
the prothrombin activity level the petechiae 
disappeared. 

While no bleeding has occurred in this series, 
an occasional hyperreaction is seen even with 
conservative therapy and the prothrombin clot- 
ting time of saline diluted plasma -(12.5 per 
cent) has exceeded 400 seconds. As noted before, 
the intravenous administration of vitamin K, as 
a prophylactic measure, has invariably produced 
a prompt increase in prothrombin activity, 
usually in four to six hours. The effectiveness 
of this procedure now seems to be widely ac- 
cepted.!0 

We still encounter occasional instances of 
mild gastro-intestinal disturbances, presumably 
due to the drug. Withdrawal of the drug for 
such side effects has been extremely rare. Such 
symptoms have often disappeared when enteric 
coated tablets were used for maintenance 
dosage. 


In view of the fact that subintimal hem- 
orrhage in the coronary artery has been re- 
ported!! as initiating the attack, and also con- 
sidering that a zone of microscopic hemorrhage 
around or in the myocardial infarct has been 
described, it may be thought that the adminis- 
tration of a hemorrhagic drug may accentuate 
such hemorrhage with deleterious effect. In 
five of our dicumarolized patients coming to 
autopsy, the pathologist was unable to find any 
changes in the infarcted area compared to 
infarctions in non-dicumarolized cases. One of 
these patients had received dicumarol for a 
period of 18 months, dying in a second attack. 
It is noteworthy that the pathologist reported 
unusual recanalization of vessels in the scarred 
areas. 


Nichol and Fassett!? also reported no ill 
effects on autopsy study of a case on dicumarol 
therapy for 21 months. 

However, the most convincing evidence against 
the production of hemorrhage in the myo- 
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cardium comes from the recent report of Blum- 
gart.'5 For the express purpose of demonstrat- 
ing the effects of dicumarol on myocardial in- 
farcts, the coronary arteries of a series of dogs 
were ligated. One group of animals was di- 
cumarolized and the second group was kept as 
control. In the dicumarolized group the dosage 
of the drug varied up to acute toxicity, yet no 
changes were seen in the myocardial infarcts 
at any stage that differed from infarcts seen in 
the control series. 


Numerous fibrinogen determinations were run 
on the control and dicumarolized patients. The 
expected normal variations were found in both 
groups. No evidence was found that dicumarol 
affected the fibrinogen concentration as reported 
by Irish and Jacques.'* These investigators 
maintained that large doses tend to lower the 
fibrinogen concentration while small doses ele- 
vated it. They suggested that their results were 
similar to those obtained with liver toxins. With 
the dosage administered in our series no dem- 
onstrable liver toxicity was found with respect 
to this blood component. 


DISCUSSION 


The question of a clotting tendency in cor- 
onary thrombosis demonstrable by laboratory 
test continues to attract much attention in re- 
cent literature.'5 Such a problem, however, is 
not limited to myocardial infarction, but occurs 
whenever thrombo-embolism is present. The 
subject is still largely controversial, probably 
due to the lack of precision or sensitivity of the 
laboratory procedures described. The classical 
theory of blood coagulation is incomplete since 
many of the important problems remain un- 
solved.'© The mechanism of clotting must be 
more completely elaborated as further biochem- 
ical investigation advances and provides correct 
solutions. This field of study still remains in a 
relatively primitive state and is pregnant with 
possibilities of development. 

As far back as 1943, hypercoagulability was 
demonstrated by de Takats!” in coronary cases 
with the heparin tolerance technic. Subsequently, 
Ogura et ali,!5> using the heparin retarded 
clotting test indicated an acceleration in the 
coagulation time of blood in the majority of 
their cases of coronary occlusion. Extension of 
the thrombus and pulmonary infarction occurred 
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when acceleration was observed which suggested 
to them that clot activation may have been 
contributory. 

Brambel’ reported a clotting tendency occur- 
ring in cases of coronary thrombosis as de- 
termined by a shortened prothrombin clotting 
time of saline diluted (12.5 per cent) plasma. 
A modified, sensitive thromboplastic reagent was 
used to detect increased coagulability. Also, 
Meyers and Poindexter'S* using another pro- 
thrombin technic observed that there was a 
clotting tendency demonstrable after the initial 
period of pain. Peters, Guyther and Brambel! 
reported that in 110 cases of coronary throm- 
bosis the clotting tendency as determined by 
the modified technic was manifested in three 
out of four cases. On the other hand, Cotlove 
and Vorzimer's“ using Shapiro’s!S* method 
declared their inability to demonstrate a clotting 
tendency in cases of coronary occlusion. It is 
notable that they likewise could reveal no such 
tendency in cardiac patients receiving digitalis, 
in congestive failure and even in cases of mural 
thrombosis. In fact, they could find in their test 
no alteration of prothrombin activity in half 
of their cases of thrombo-embolism. They, 
nevertheless, urged the use of dicumarol during 
the first three weeks following the attack. More 
recently, Hurn, Barker and Mann;'5 and Tuft 
and Rosenfield,!>* have failed to observe any 
acceleration of diluted plasma prothrombin clot- 
ting time in thrombo-embolic disease. It is felt 
that in detecting variations of prothrombin ac- 
tivity, these investigators have used thrombo- 
plastic preparations which were demonstrated 
by Brambel’ to be less sensitive than the 
thromboplastin finally evolved and used in our 
studies. 


In the present investigation, the prothrombin 
clotting time method recommended earlier, gave 
the results previously reported,' that is, three 
out of four patients showed a decreased pro- 
thrombin clotting time of saline diluted (12.5 
per cent) plasma. We do not intimate or 


suggest that the prothrombin clotting time de- 
termination is to be taken as a diagnostic 
measure, since “accelerated coagulation probably 
plays no role in the causation of thrombosis, 
but is rather the result of the thrombosis and 
its subsequent tissue damage” (Ogura e¢ alii) 15» 
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But once the increased coagulation rate is 
initiated, further complications potentially follow. 


Evidence is still being presented arguing for 
the thrombogenic properties of a number of 
drugs widely used in coronary thrombosis. As 
regards the xanthine group, Breytopraak and 
Greenspan'® observed that such drugs pro- 
mote coagulation. It would seem, however, that 
the subject at this time is still controversial. A 
much more live and important dispute centers 
about the thromboplastic properties of digitalis.' 
To this discussion we shall only add the state- 
ments of Mintz and Katz> based on their recent 
comprehensive review. They report a mor- 
tality rate of 80 per cent in their coronary pa- 
tients, who had thrombo-embolic phenomena and 
received digitalis, as opposed to a mortality rate 
of 40.6 per cent in those not receiving it. At this 
time we would conclude that from the evidence 
presented to date, the possibility that digitalis 
may be a thrombogenic drug has not been dis- 
proven. 


In 1945, Moldavsky et alii,?° reported shorten- 
ing of the coagulation time following penicillin 
injections. In 1947, Macht?! corroborated the 
above mentioned work. This author declares 
that, on the other hand, “dicumarol alone, when 
employed as an anticoagulation agent, often 
produces dangerous hemorrhagic accidents.” He 
claims that the administration of penicillin 
counteracts such complications, “thus the two 
drugs, penicillin and dicumarol, can be ad- 
vantageously employed to correct each other 
and prevent undesirable by-effects.” The initial 
statement that dicumarol administration “often” 
produces dangerous hemorrhagic accidents might 
well cause some objections from the many clinics 
throughout the country which have reported 
their use of the drug. Despite the extensive use 
of penicillin and other antibiotics, there is no 
statistically significant data at this time re- 
vealing an increased incidence of thrombotic 
complications. In our present series of 60 
dicumarolized cases of coronary thrombosis, 15 
received an established clinical course of peni- 
cillin therapy. On study, the prothrombin 
curves of these cases, as well as those of over 
100 postoperative cases which had not received 
penicillin showed no abnormal variations com- 
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pared to the patients not receiving this anti- 
biotic. It would seem to us that those clinics 
which are guided by adequate laboratory con- 
trols and which have experience in giving di- 
cumarol, seldom find need for a “counteractant” 
to the drug. Should such need arise, there is 
general agreement that vitamin K derivatives are 
quite adequate.! !° 


Heparinization was not used in this series of 
cases because of the cost and practical diffi- 
culties involved. It is to be borne in mind that 
considerable advantage can be gained by im- 
mediate anticoagulation, which heparin affords 
in contradistinction to dicumarol which has a 
delayed action.?? If there is any merit to anti- 
coagulant therapy one must rationally initiate 
treatment immediately after the diagnosis is 
made. Fortunately, the large majority of 
thrombo-embolic complications occur after the 
fourth day and thus a prompt institution of 
dicumarol therapy after the attack adequately 
protects the patient. Nevertheless, a prolonged 
action heparin’ for intramuscular use would 
indeed be very desirable if a painless menstruum 
could be obtained. At present, heparin is still 
administered by continuous drip, or by inter- 
mittent injections. 


We have not depressed the prothrombin ac- 
tivity of our patients as low as the levels recom- 
mended by other workers. The Mayo group,?4 
for example, have been didactic in their recom- 
mendations of levels less than 30 per cent of 
normal as giving most effective prophylaxis: 


“Clinical experience has indicated that intravascular 
thrombosis rarely occurs when the percentage pro- 
thrombin in the blood is less than 30, and bleeding 
rarely occurs when the percentage prothrombin is 10 or 
more.” 


There may be some objection to the main- 
tenance of conservative levels of the order of 
40 to 50 per cent of normal in that there may 
be some danger of veering off into ineffectiveness 
with resulting inadequate prophylaxis. This 


would defeat the very purpose of therapy. Our 
combined series of dicumarolized coronary cases 
has been maintained at levels of 40 to 50 per 
cent of normal with clinical results comparable 
to those reported by Parker and Barker.* More- 
over, in our series of over 3,000 postoperative 
major surgical cases receiving dicumarol, the 
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same conservative depression was used with 
prophylaxis comparable to that reported by the 
Mayo group** and others*S in their surgical 
series. The conservative pattern has resulted 
in an incidence of hemorrhage that is negligible. 
Moreover, it has the added advantage that such 
prothrombin levels are more readily controlled, 
and it avoids the prolonged cumulative effect of 
dicumarol, as well as the frequent necessity for 
counteractants. At this time, a rational com- 
parison of the effects of prothrombin depression 
carried at various levels in different clinics is 
impossible. It is difficult, if not impossible, to 
compare prothrombin levels reported from vari- 
ous laboratories because of the heterogeneity of 
prothrombin procedures in use.’ Even at this 
date there is a lack of appreciation of the 
necessity for adequate and constant standardiza- 
tion to insure uniformity and comparability. 

Repeated warnings in the past as to the 
hazards of dicumarolization by those inexperi- 
enced or unskilled in its use seem still to fall 
on deaf ears. Those who work with the drug 
are hearing constant reports, few reaching the 
literature, of the unwise use of dicumarol re- 
sulting in accidents and, at times, even in 
catastrophe. The thought remains constantly in 
our mind that wide publicity of such a pre- 
ventable occurrence may well cast a shadow over 
this whole therapeutic field. To make the 
giving of dicumarol effective, but above all to 
insure safety, it must be realized by the prac- 
titioner that there is required a laboratory set-up 
of specialized type with specifically trained and 
skilled technical workers. Moreover, it is im- 
possible to cause therapeutic depressions of a 
patient’s prothrombin by dicumarol at a con- 
sistent level and without danger of hemorrhage 
unless prothrombin testing is done with a throm- 
boplastin? which is adequately sensitive and 
which will constantly and consistently give re- 
producible curves. All of this, of course, presents 
a real draw-back to dicumarol therapy. Un- 
fortunately, there is at this time no short-cut to 
safety. Those wishing to institute such therapy 
are strongly urged to observe personally the 
laboratory tests and therapeutic procedures in 
use at one of the clinics experienced in dicumar- 
olization technics. 
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SUMMARY 


More recent clinical and autopsy statistics 
continue to stress the comparatively high in- 
cidence of thrombo-embolic complications in 
coronary thrombosis; the role of such compli- 
cations in contributing to fatalities is receiving 
more emphasis. 

In an initial report by us, a rather striking 
reduction in thrombo-embolic complications and 
even mortality rate in coronary thrombosis was 
found in a group of 50 dicumarolized cases com- 
pared to control cases. Considering an early 
evaluation of this first report to be of some 
significance, a succeeding group of 60 dicumar- 
olized cases compared to controls are now added 
and combined statistics given. In 110 dicum- 
arolized coronary cases to date the incidence of 
clinical embolism was 0.9 per cent compared to 
the control series of 86 cases in which the in- 
cidence was 15.1 per cent. The mortality rate in 
the dicumarolized series was 10.9 per cent as 
compared with 25.5 per cent in the control series. 
The independent and equally encouraging re- 
ports on the use of the drug from other sources 
are cited. The consensus of all reports to date 
indicate such definite lowering of thrombo- 
embolic complications that the value of dicu- 
marolization in coronary thrombosis seems un- 
deniable. Other reports on large series of treated 
cases compiled from many clinics will be forth- 
coming and, we believe, will be corroborative. 
The value of such reports will depend on close 
integration, similarity and comparability of 
laboratory tests and therapeutic procedures by 
all participating clinics. 

A so-called conservative depression of pro- 
thrombin (to 40-50 per cent of normal) has 
been used in all of our coronary cases, as well 
as for postoperative prophylaxis in over 3,000 
major surgical cases. The incidence of hem- 
orrhagic side-effects has been negligible in our 
clinic. It is, moreover, our belief that such 
conservative depression, when maintained con- 
sistently and with little variation, will result in 
fully adequate prophylaxis. 


Evidence has been presented showing a lack 
of tissue toxicity or myocardial hemorrhages 
from dicumarol in autopsied cases. No evidence 
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was found that dicumarol affected the plasma 
fibrinogen concentration. 

The demonstration of a clotting tendency 
by laboratory procedures in coronary or other 
thromboses has been discussed. 

The thrombogenic properties of such drugs as 
the xanthine group, digitalis, and penicillin, are 
still controversial, especially as regards the 
demonstration of such clotting tendency by lab- 
oratory tests. It is felt, however, that digitalis, 
from clinical and autopsy evidence, is still highly 
suspect as a thrombogenic agent. 

We have again stressed the fact that dicu- 
marolization is one of the more hazardous pro- 
cedures used in modern therapeutics and its 
safety, as well as its effectiveness, lies wholly 
and essentially in correct laboratory procedures 


and in expert and experienced handling of 
dosage. 


CONCLUSIONS 


(1) Further experience with dicumarol ther- 
apy in coronary thrombosis continues to verify 
our first reported conclusions. In a survey of 
196 consecutively treated cases, a comparison 
of 110 dicumarolized cases with 86 control pa- 
tients revealed a reduction of embolic phe- 
nomena to one-fifteenth and a reduction of mor- 
tality rate to two-fifths in the group receiving 
dicumarol. 


(2) Hemorrhagic complications were neg- 
ligible with conservative depression of pro- 
thrombin activity. 

(3) Consistent depression of prothrombin 
activity to 40-50 per cent with dicumarol gave 
fully adequate prophylaxis. 

(4) Autopsy revealed no toxic or hemorrhagic 
effects upon patients who had received dicu- 
marol. 


(5) Fibrinogen determinations revealed no 
evidence that dicumarol, in the doses given, be- 
haves as a liver toxin. 


(6) The thrombogenic properties of such 
drugs as the xanthine group and digitalis are 
still controversial. We have been unable to 
demonstrate any thrombogenic activity of com- 
mercial penicillins from clinical observations or 
by a sensitive prothrombin test. 
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MYCOTIC VULVOVAGINITIS* 


By Loutse Branscoms, M.D., F.A.CS. 
Birmingham, Alabama 


Severe itching is more distressing than pain. 
The itching of an advanced mycotic infection of 
the vulva and vagina is the most severe that is 
encountered in gynecology. Treatment of this 
condition in the past has been unsatisfactory, 
so the suggestion of Alter, Jones and Carter! 
of the use of a propionate jellyt has been wel- 
comed. Results with the use of this preparation 
in 51 private patients reported here give addi- 
tional evidence of the value of the drug in this 
condition. 





*Received for publication February 2, 1948. 


*From the Department of Gynecology, Medical College of 
jabama. 


*Cultures and fermentation tests for this report were done by 
Mrs. Louise Cason of the Department of Bacteriology, Medical 
College of Alabama. 


part of the “‘propion gel” 


tA used in this study was furnished 
by Mycaloid Laboratories through the courtesy of Dr. 

















Cladius 

P. Jones. 
Formula Per Cent 
Calcium propionate 9.5 
Sodium propionate 9.5 
Propionic acid , 1.0 
Glycerine 10.0 
Bentonit 32.0 
Water 38.0 
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DIAGNOSIS 


In addition to determining the efficiency of 
this treatment, a further aim of this study was 
to test the relative accuracy of a simple office 
procedure for diagnosis of mycotic vulvovaginitis. 
The accepted method of diagnosis has been 
demonstration of the presence of a yeast-like 
fungus in the vaginal secretion by culturing the 
secretion on Sabourand’s agar. Many practicing 
physicians do not have a laboratory available 
for making this examination. When the labora- 
tory is at hand the procedure is an additional 
expense for the patient. Furthermore, growth of 
a fungus on the agar is not necessarily conclu- 
sive. Even though the growth is shown by fer- 
mentation tests to be Candida albicans, the 
fungus most often causing symptoms, the diag- 
nosis can not be clinched by this alone as this 
organism may be present in the vagina and cause 
no symptoms. Here, as always in the practice 
of medicine, clinical judgment must be used 
with laboratory findings to make a diagnosis. 


A simple method of demonstrating the presence 
of yeast-like organisms in the vagina is as fol- 
lows: using a sterile swab, material from the 
vagina is swished in a cubic centimeter of 
physiologic saline. After standing for forty- 
eight hours the solution is then examined under 
high power for yeast-like buds and mycelium.” 
This method has been used with satisfaction by 
the writer for four years. 


Eighty-one private patients with vulval itch- 
ing and symptoms suggesting a Candida 
(Monilia) infection were examined. At the first 
visit material was taken from the vagina for 
culture on Sabourand’s agar and for the saline 
test. A fresh specimen was also examined 
microscopically at the time. In an acute case 
with the typical, cheesy flecks examination of 
one of these particles suspended in saline will 
usually show mycelium and buds. In a chronic 
case, and a majority of the infections seen will 
be chronic, fungi can not usually be found in 
the fresh specimen. 

Of the 81 patients examined the result of 
the first culture and the examination of the 
saline solution after standing was the same in 
75. In one the culture was positive but the 
saline solution showed no fungus. This was a 
patient who had taken a douche shortly before 
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examination and in whom the infection was 
chiefly about the anus. The second specimen 
grew yeast-like buds in the saline solution. In 
the five remaining cases in which the two ex- 
aminations did not agree, the first cultures were 
negative but buds or mycelium were found in 
the saline. Three of these were Candida infec- 
tions as shown by the second culture. In the 
other two, subsequent cultures remained nega- 
tive and the itching was found due to some 
other cause. 


In summary, examination of the secretion 
after standing in saline solution for forty-eight 
hours gave one false negative and two false 
positive results. This is an error of 3.7 per cent. 
The series is too small to be significant statis- 
tically but it does suggest a high degree of cor- 
relation between the two methods of examina- 
tion. This is an effective means of demonstrat- 
ing the presence of fungi in the vagina. In the 
face of itching of the vulva the clinician who 
assumes that finding a yeast-like fungus in the 
saline solution indicates a mycotic infection will 
make few mistakes. 


In the follow-up of the 51 cases of Candida 
infection, simultaneous culture and saline exam- 
ination were done on 300 occasions. The tests 
agreed in 270 cases. Sixteen times the culture 
was positive and the saline negative. Fourteen 
times the saline was positive and the culture 
negative. In this group on examining the saline 
suspension on several occasions the septate char- 
acter of the mycelium found indicated that the 
fungus present was not a pathogen but a mold 
contaminant. However, as the clinician using 
this means of examination would not be expected 
to have a detailed knowledge of mycology these 
cases were included as positive tests. 

This 10 per cent disagreement between culture 
and examination of saline suspension would in- 
dicate that the latter is less reliable in de- 
termining cure than in making a diagnosis. This 
is not particularly important to the clinician, 
however, as the best criterion of cure is absence 
of itching and a return to normal appearance 
of the vulva after treatment is finished. 


MATERIAL 


Of the 81 white, private patients with vulvo- 
vaginal itching tested for a mycotic infection by 
culture and by examination of secretion allowed 
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to stand for forty-eight hours in saline, 55 gave 
a positive test by both methods. When there 
was doubt that the fungus found was a pathogen, 
its growth on corn meal agar was examined and 
fermentation tests were done to identify it Of 
those so tested one fungus was Candida tropicalis 
and the remainder Candida albicans. 

Four cases were excluded from the report 
because of insufficient follow-up. The remain- 
ing patients were most cooperative. The average 
number of visits per patient was seven. 


OCCURRENCE 


The oldest woman in the group was seventy- 
five years old. There were two children, the 
younger, five. Thirteen women were in or past 
the menopause and four were pregnant. 


One patient had diabetes. Two others showed 
glycosuria when first seen but this disappeared 
with slight regulation of the diet. 

Trichomonads were found along with the 
fungus in only two of the cases. In each the 
Candida infection was dominant, and curing that 
condition relieved the patient of all symptoms. 


SYMPTOMS AND PHYSICAL FINDINGS 


_ All patients complained of vaginal and vulval 
itching. Often there was a scant, thin discharge 
with no noticeable odor. (The discharge of a 
well-developed trichomonas infection has a 
characteristic odor.) 


Only 20 of the patients had had symptoms for 
one month or less. Sixteen had been conscious 
of the condition for from one to twelve months 
and 15 for from one to twenty years. Most pa- 
tients noticed variations in the intensity of the 
symptoms from time to time. A few said that 
the itching was worse just before menstruation 
and relieved somewhat by the flow but the 
majority had observed no rhythm related to the 
menses. Itching was usually worse at night. 


The picture of the acute infection, the red 
and slightly swollen tissue of the vulva, the thin 
buttermilk-like discharge, is familiar. In the 
chronic condition the signs are different but may 
be quite characteristic. The mucous membrane 
of the vulva appears thin, dry and red. The 
natural markings of the vulva are etched by fine 
lines, but lines so deep that they may be cracks. 
When the skin of the mons has become involved 
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it is red and thickened. Infection about the 
anus gives a white, thickened, soggy look to 
the skin. 


TREATMENT 


The following plan of treatment and follow-up 
was worked out: when a diagnosis had been 
made the patient was told to use the propionate 
jelly with a vaginal applicator at bed time and 
at ten a.m. In addition, a little jelly was rubbed 
on the vulva and any other affected area. 
Treatment was continued without interruption 
except during the first two days of an interven- 
ing menstrual period. Examination and tests 
were made after ten days. At the end of twenty 
days of treatment, a douche was taken and 
twenty-four hours later examination and lab- 
oratory tests were made again. The patient was 
considered cured at this time if she was having 
no itching, if the vulva appeared normal and if 
culture on Sabourand’s agar was negative. If 
cured, examination and tests were made at the 
end of two, six and ten weeks. 


RESULTS 


Two patients developed a fine papular rash 
of the labia after using the jelly ten days. After 
a short rest period this disappeared and did not 
recur when treatment was resumed. With the 
five-year-old child the jelly had to be diluted 
for the first few applications because of burning 
on application. There were no other cases of 
irritation from use of the medication. 


A majority of the patients were relieved of 
itching within seventy-two hours after treat- 
ment was begun. Of the 51 cases, 33 or 64.7 
per cent were cured at the end of three weeks. 
Of these there were three recurrences which 
developed from one to eight weeks after treat- 
ment was stopped. 

Of the 18 patients not cured in three weeks, 
four were pregnant. None of these was cured 
during pregnancy, but in each, symptoms were 
controlled by use of the jelly. One woman was 
able to go two months without treatment before 
there was a return of the itching. 

In the group not cured by one course, 11 had 
the vulvovaginitis complicated by a spread of 
the infection to the skin of the groin, mons or 
anus. There were only three uncomplicated cases 
that were not cured in three weeks. 
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MYCOTIC VULVOVAGINITIS WITH EXTENSION 
OF THE INFECTION TO THE SKIN 


Infection of the skin of the groin, mons or 
anus adds greatly to the chronicity of this con- 
dition. There were 12 such cases in the group. 
All but three of these had had symptoms for 
over a year when first seen. Ten of these women 
were in or past menopause. 


The yeast-like fungus was difficult to demon- 
strate by culture or by the saline method in these 
cases. It was often not found at the first visit. 
Using scrapings made with a dull knife blade 
increased the positive tests from the skin lesions. 
A majority of these women when first seen no 
longer had as their chief complaint itching of 
the vagina or vulva but were more concerned 
with the skin involvement. In every case, how- 
ever, the organism was eventually isolated from 
the vagina. 

Use of the propionate jelly alone was not 
satisfactory treatment for this group. Only one 
of the patients was cured by the jelly after 
three weeks of treatment. Treatment here must 
be individualized. On the skin a stronger con- 
centration of the propionate may be used in an 
ointment. Alternating with the jelly, 1 per cent 
solution of gentian violet, 5 per cent ammoniated 
mercury ointment or a mild salicylic acid oint- 
ment (1-3 per cent) may be tried. Care should 
be taken not to over treat. In the post-meno- 
pausal women who had vulvovaginitis and a skin 
involvement (and also in the two children) stil- 
bestrol vaginal suppositories were helpful in im- 
proving the condition of the mucous membrane 
and so in overcoming the infection. Reduction 
of weight in the obese, improvement of diet and 
general hygienic measures were helpful. One 
patient was not cured until she had had a 
month’s vacation at the beach.: 











Cured in Eventual Recur- 
3 Weeks Cures Trences 
Mycotic infection with 
pregnancy an 0 0 _ 
Mycotic infection with 
skin involvement 12 1 7 0 
Mycotic infection 
(Uncomplicated) -—~..35 32 35 3 
| Ree 33 42 3 
64.7 82.3 5.9 
per cent Percent percent 








Table 1 
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Seven of these 12 patients with skin in- 
volvement have been cured but with an average 
of 14 weeks observation and treatment as indi- 
cated. The remaining five have not been cured, 
though under treatment for from six to thirty- 
two weeks. It is important that this infection 
when present be diagnosed promptly and treated 
adequately to avoid its becoming chronic. 


CONCLUSIONS 


The occurrence and treatment of mycotic 
vulvovaginitis in 51 private patients are re- 
ported. 


The use of propionate jelly is an effective and 
practical treatment for this condition. 


Propionate jelly alone is not satisfactory in 
the treatment of patients in whom the vulvo- 
vaginitis is complicated by a skin involvement 
of near-by tissues. 


Microscopic examination of vaginal secretion 
allowed to stand for forty-eight hours in physio- 
logic saline is an effective method of demon- 
strating the presence of yeast-like fungi in the 
vagina. 

In the face of vaginal itching, demonstration 
by this method of the presence of yeast-like 
buds and mycelium is presumptive evidence of a 
mycotic vulvovaginitis. 
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SEMEN ANALYSIS IN 204 CASES 
OF STERILE MARRIAGE* 


By Jarratt P. RoBertson, M.D. 
Birmingham, Alabama 


About 10 per cent of all marriages in the 
United States are barren. Adams! estimates 
there are 2,000,000 childless couples in the 
United States in the child bearing age. Any 
problem that involves 4,000,000 people is of 
importance, and worthy of thought and con- 





*Chairman’s Address, Section on Urology, Southern Medical 
Association, Forty-First Annual Meeting, Baltimore, Maryland, 
November 24-26, 1947. 
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sideration. During the past 15 years a great 
deal of thought and study has been given to 
sterility in the male, and the part it plays in 
sterile matings. Twenty-five years ago the hus- 
band was rarely questioned, or studied, but his 
wife was subjected to all forms of treatment 
and medication, and at times to major surgical 
procedures with the hope that conception might 
occur. Due to the ease with which the male can 
be studied, his fertility should be determined 
before his partner is asked to undergo major 
diagnostic tests to prove her ability to conceive. 
The examination can be carried out in any well 
equipped office. 

There is need of additional well controlled 
and carefully checked investigation in this field; 
especially in that part dealing with the treat- 
ment of the subfertile case. Encouraging results 
are obtained in some cases, but they are unpre- 
dictable from case to case. This paper is pre- 
sented with the hope of stimulating additional 
interest in this work, to present the problems 
encountered in private practice where special 
laboratory facilities are not available, and to 
show the results achieved. The statistics were 
collected from the study of the records of 204 
consecutive cases seen in private practice, and 
cover a period of four years. In each case a 
complete history was taken with special ref- 
erence to habits, operations, accidents, con- 
genital deformities, and any disease past or 
present that might in any way account for the 
patient’s inability to impregnate his wife. In 
the physical examination special attention was 
directed to evidence of endocrine disturbances, 
and any pathology or congenital defect in the 
genital tract that might account for his lowered 
fertility or sterility. In each case two or more 
specimens of ejaculate were studied in the lab- 
oratory. In addition to this a questionnaire 
was mailed to the patient’s wife, and to her 
physician, requesting information concerning 
her examination, fertility, treatment, and if she 
later became pregnant. The rapid shifting of 
the population during the war made it impos- 
sible for many of the cases to complete either 
their examination or treatment; or to be located 
at this time. Ninety-five questionnaires were 
returned by the wives and 180 by the physicians. 


Encouraging and discouraging information 
was obtained. It is known that 55 of the 204 
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women conceived; the number is probably 
greater, as many of the reports received from the 
physicians contained only information pertaining 
to the original examination. Of the 55 who 
became pregnant, 9 failed to go to term, or 16 
per cent. This does not take into account the 22 
cases who were pregnant when the last report 
on them was received; undoubtedly some of 
these did, or will abort. This is a high rate of 
miscarriage, and indicates that infertility pre- 
disposes to spontaneous interruption of preg- 
nancy. In these cases every precaution should be 
exercised to prevent its occurrence. Another dis- 
couraging factor was that 28 females failed to 
complete their examination, or were not advised 
by their physician to have an adequate examina- 
tion in order to determine the degree of their 
fertility or infertility. This does not include the 
wives of 22 men with azoospermia and 29 whose 
husband’s sperm density was so low that ex- 
amination was not advised. Only a routine 
pelvic examination, or less, was done in the 28 
cases whose examination was incomplete. No 
effort was made to determine whether their 
tubes were blocked, whether ovulation occurred, 
or whether the basal metabolic rate was below 
normal. The semen analysis of the majority of 
the husbands indicated there was hope of con- 
ception occurring. There should, and must be 
cooperation between the physician examining the 
woman and the urologist, if these barren couples 
are to receive the type of treatment to which 
they are entitled. Only by working together as 
a team can they achieve the best results. If the 
physician examining the female is not equipped, 
or capable of determining whether the tubes are 
open, if ovulation occurs, and if the basal meta- 
bolic rate is normal, he should refer the patient 
to a physician trained and equipped for these 
examinations. A routine pelvic examination does 
not determine the degree of fertility of the 
female any more than does the casual visualiza- 
tion of a few spermatozoa under the microscope 
determine the fertility of the male. 

Special examinations were indicated in the 
male but were not done because proper labora- 
tory facilities were not available. The 17 ketos- 
teroid and gonadotropic hormone determinations 
were not done for this reason. The work of 
Kurzrok? indicates that hyaluronidase must be 
present in the semen in an adequate amount 
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before fertilization of the ovum can take place. 
The follicle cells that surround the ovum are 
held in place by a liquid gel that must be re- 
moved before the sperm can penetrate the ovum. 
Hyaluronidase has an enzyme action that liqui- 
fies the gel permitting the follicle cells to dis- 
perse, and the sperm to penetrate the ovum. It 
is frequently absent in specimens with sperma- 
tozoa counts less than 50,000,000 per c. c., and 
at times may be absent in specimens with normal 
findings. This indicates that it may not be the 
lowered spermatozoa count per c. c. that is of 
major importance, but that specimens of this 
type usually are void, or below normal in 
hyaluronidase. He reports early conception in 
several barren cases where it was artificially sup- 
plied. Lack of laboratory facilities made this 
type of investigation impossible. 

Testicular biopsy is an important aid in the 
accurate diagnoses and treatment of cases with 
deficient semen. Great difficulty was encountered 
in attempting to utilize this procedure. With 
few exceptions both husband and wife objected 
to having it employed. Their greatest objec- 
tion to its use was the fear of permanent dam- 
age to the testicles, and the effect this would 
have on future sexual ability. 

Azoospermia, or absolute sterility was found 
in 22 cases, or approximately 10 per cent. They 
had been married an average of 7 years, and 
had attempted to reproduce for 5 years before 
the male was examined. During this 5-year 
period the wives of these men received treat- 
ment of various types and degrees, ranging from 
pills to major surgical procedures. A sterility 
study in the male would be indicated if it 
accomplished nothing more than to uncover 
these cases of absolute sterility, and prevent 
needless treatment of their wives. 


The 204 cases are separated into groups ac- 
cording to the number of spermatozoa per c. c. 

As shown in Table 1 the average male of this 
group was 32 years of age; had been married 
six years, and attempted to reproduce for three. 
In the female the fertility was normal in 70 and 
impaired in 35, 22 were sterile and in 77 the 
examination was not complete. 


If the often quoted statement that less than 
60,000,000 sperm per c. c. indicates subnormal 
fertility, then 128 or 62 per cent of the males 
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were subfertile or sterile. Fifty-seven of the 
females were reported to be subfertile or sterile 
and in 77 the examination was not complete 
enough to arrive at any accurate idea about 
their fertility. One hundred eighty-three of the 
410 individuals were subfertile or sterile, and 
the examination was incomplete in 77 women. 


These figures warrant the statement that the 
young married couple should be advised not 
to employ contraceptives over a period of years 
if they ultimately expect to have children with- 
out at first determining the fertility of the 
male. If it is found his fertility is below normal 
contraceptives should be discontinued until one 
or more pregnancies occur. Each year that 
passes without conception lessens the prospect 
of its ever occurring. 

The spermatozoa are developed in the con- 
voluted tubules of the testes, and move through 
the efferent ductules into the epididymis to 
mature. They then collect within the ampulla 
of the ductus deferns. It is questionable if they 
are stored in the seminal vesicles. With the 
climax of coitus, the valves of the ejaculatory 
ducts release and ejaculation occurs. The 
ejaculatory fluid is alkaline in reaction with a 
pH of 7.5 to 8.5, and is composed of the fluids 
secreted by the seminal vesicles, prostate, 
Cowper’s glands and the urethral glands. 

Spermatozoa meet an unfavorable medium in 
the acid secretion of the vagina the pH of which 
varies from 3.5 to 4.5. The less the volume of 
ejaculate to buffer this acidity the shorter will 
be the life span of the spermatozoa in the 
vagina. The acidity of the vagina and the in- 
creased temperature increases the activity of 
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the spermatozoa, and they find a port of safety 
in the alkaline cervix. Three to four hours after 
being deposited in the vagina, those that remain 
there are usually dead. From the alkaline 
cervix they enter the tubes where they are also 
favored by an alkaline secretion. It takes them 
from one-half to five hours to reach the ampulla 
of the uterus. The union of the spermatozoan 
and ovum is believed to take place within the 
tube. Coitus must roughly agree with ovulation 
if conception is to occur. The two should not 
be more than 24 to 48 hours apart. Ovulation 
usually occurs 12 to 16 days prior to the next 
menstrual period. In barren marriages coitus 
should occur during the period of ovulation. 


Fresh normal semen consists of a tenacious, 
gelatinous, milky fluid with mucous clumps. 
After standing from one-half to one hour it be- 
comes thin and watery and the mucus liquefies. 
It should not be examined until the specimen 
has stood long enough for liquefaction to occur. 
An attempt was made to determine if a high 
viscosity was indicative of pus in the ejaculate. 
A review of the semen analysis in the 204 cases 
studied indicates that a high viscosity is slightly 
in favor of an infection in the prostate and 
seminal vesicles. A low viscosity is very indica- 
tive of a sperm density of less than 40,000,000 
per c. c. 

Endocrine dysfunctions are frequently as- 
sociated with lowered fertility. This is especially 
true of hypofunction of the thyroid, pituitary 
and gonads. Orchitis from mumps, syphilis and 
trauma impairs or destroys the fertility of the 
individual in most instances. Severe bilateral 
epididymitis from any cause is usually followed 
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by blockage of the vasa and complete absence 
of spermatozoa from the ejaculate. Of the 22 
cases with azoospermia 2 were due to bilateral 
orchitis from mumps, 3 to bilateral crytorchid- 
ism, and 9 to bilateral epididymitis from gon- 
orrhea. In the remaining 8 it was impossible 
to determine the definite cause of the azoo- 
spermia. There was thickening and induration 
of vasa and epididymides in 4 cases that sug- 
gested epididymitis from some cause as being 
the etiological factor. 


Excessive ejaculation over long periods, metallic 
poisoning, alcohol, narcotic addiction, marked 
and prolonged reduction in the nutritional state, 
exposure to x-ray and radium, prolonged use of 
the sulfonamide group of drugs, testosterone and 
septic infections may give rise to temporary or 
permanent lowered fertility or sterility. Im- 
potence is not necessarily associated with a 
subnormal sperm density. 


Specimens of ejaculate for study should be 
collected after 4 to 6 days of abstinence from 
coitus. This rest period will give the maximum 
results. During this time nothing should be 
done that would lower the sperm production, 
and it should coincide with a period free from 
major or minor illness. There are only two 
satisfactory ways to collect the specimen; first, 
masturbation; second, withdrawal and ejacula- 
tion into a wide mouth jar. The condom is men- 
tioned only to condemn its use. The condom 
frequently contains chemicals or other sub- 
stances that are highly spermicidal. Case 128 
confirms this statement. When he came for 
examination, he presented the following semen 
report: 20,000,000 spermatozoa per c. c., all 
dead one hour after collection. On questioning 
it was revealed the specimen was collected in a 
condom. A specimen collected by masturbation 
revealed 32,000,000 sperm per c. c., and at the 
end of 25 hours 5 per cent were alive with for- 
ward motility. The specimen was kept at room 
temperature. It is only necessary to avoid high 
or excessive low temperatures. Spermatozoa are 
resistant to cold, but are very sensitive to heat. 
Attempts to keep the specimen warm frequently 
result in damage and early death of the sperma- 
tozoa from the increased temperature. 


The casual examination of a drop of semen 
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under the microscope, or the visualization of a 
few moving spermatozoa in the prostatic secre- 
tion does not exclude the male from responsibility 
in sterile matings. Such a casual examination 
gives little, if any information of value in the 
study and treatment of barren marriages. For 
the examination to be of any value it must be 
complete, and done with patience and careful 
adherence to all details. A complete examination 
of the ejaculate should cover the following: 


(1) Gross examination of the specimen. 

(2) Microscopic study of the wet specimen 
with estimate of the number, motility, and per- 
centage of sperm dead, and presence or absence 
of pus. 


(3) Microscopic study of the morphology of 
the spermatozoa. 


(4) Viability of the spermatozoa. 


The normal volume of ejaculate varies from 
3 to 5 c. c., and its color from milky white to 
yellow. If few spermatozoa are present it may 
be fairly clear. The viscosity varies, but with 
experience it is easily determined. The fresh 
ejaculate contains clumps of mucus, but mu- 
colysis occurs rapidly, and it should be a free 
flowing fluid in one-half to one hour after col- 
lection. The pH of the ejaculate is between 7.5 
to 8.5 as determined with nitrazine paper. A 
specimen of good fertility should contain 75 to 
150,000,000 spermatozoa per c. c., the abnormal 
forms should not exceed 25 per cent, and they 
should survive 24 hours or longer at room tem- 
perature. In a highly fertile individual the count 
is usually 100,000,000 or more per c. c. One- 
half to one hour following collection it is 
measured, and the wet specimen studied to 
determine the percentage of spermatozoa alive, 
their degree of motility, the amount, if any, of 
pus present, a count is made to determine the 
number per c. c., and the total number is cal- 
culated. Using a counting fluid consisting of 
saturated solution of sodium bicarbonate and 1 
per cent formalin, the liquefied semen is shaken, 
and drawn into the white blood counting pipette 
to the mark 0.5. The diluting fluid is drawn to 
the mark 11. This gives a dilution of 1:20. It 
is then counted on a blood counting chamber, 
and by the proper multiplication the number per 
c. c., as well as the total number determined. A 
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stained smear is studied to determine the num- 
ber of normal and abnormal forms. The test for 
viability is repeated at two to three hour in- 
tervals until all spermatozoa are dead, noting at 
each examination the percentage alive and the 
degree of motility. In a normal fertile specimen 
one-half to one hour following collection there 
should be approximately 15 per cent dead and 
10 to 15 per cent with sluggish motility, and 
75 per cent with active motility. 


A great deal of information is obtained from 
studying stained smears to determine the per- 
centage of normal and abnormal forms. The 
staining of spermatozoa is a more complicated 
process than that of making a blood smear. It 
requires practice to make a satisfactory stain, 
and differentiate between normal and abnormal 
forms. The technic of Hotchkiss and Carry® is 
excellent; for a less complicated stain, the stain 
of Portnoy,* which consists of 3 parts of 5 per 
cent solution of formalin, and 1 part of saturated 
alcoholic solution of gentian violet is satisfac- 
tory if the mucus and viscosity are not unduly 
increased. 


The percentage of abnormal forms in normal 
semen varies slightly as reported by different 
authors. A normal specimen of semen should 
not contain more than 25 per cent. The shape 
of the sperm furnished one of the greatest 
sources of information regarding its ability to 
fertilize the ovum. Spermatozoa may be classi- 
fied as those with normal heads, pyriform heads, 
microsperm, megalosperm, abnormalities of the 
acrosome, and miscellaneous types including 
double heads, double tails, abnormalities of head 
and body, bent body, short tail and curl tail. At 
least 200 sperm should be counted to determine 
the percentage of abnormal forms. 


More than one specimen should be examined 
before a final opinion is rendered, as the first 
specimen may contain some defect that will be 
absent in others. Normal specimens may vary 
from time to time, and are influenced by many 
factors that must be taken into consideration. 

The 204 cases were grouped into 6 groups, 
ranging from complete absence of sperm to those 
with 75,000,000 or more per c. c. The 22 cases 
with complete absence of sperm were not 
analyzed. The average findings of the other 5 
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groups with number of cases in each group are 
shown in Tables 2 and 3. It will be noted that 
as the number of spermatozoa per c. c. increases 
the abnormal forms decrease, the number dead 
in from 1 to 3 hours decreases, and span of via- 
bility increases. The degree of fertility of the 
male increases and approaches normal fertility in 
the same ratio. There are many individuals with 
impairment of semen who are clinically as sterile 
as if their ejaculate were void of spermatozoa. 
By taking into consideration the degree the 
semen varies from normal an estimate can be 
made of the degree of fertility or infertility of 
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the individual. Relative infertility is said to 
exist if repeated semen analyses show a volume 
of less than 2 c. c., a sperm count less than 
60,000,000 per c. c., a total count below 150,- 
000,000, if the abnormal forms exceed 25 per 
cent, if more than 25 per cent are dead at the 
end of 1 hour following collection of the speci- 
men, and if they fail to survive 18 hours at 
room temperature. A follow-up of the cases 
studied would indicate these standards may be 
too rigid. Pregnancy occurred 30 times in 106 
cases with a spermatozoa density of 60,000,000 
or less per c. c., 8 women were sterile in this 
group. It occurred 25 times in 76 cases with a 
spermatozoa density of more than 60,000,000 
per c. c., 11 women were sterile in this group. 
Forty-one women in the first and 18 in the 
second group did not have a complete examina- 
tion to determine their fertility (Table 4). 
Once the degree of infertility in the male has 
been established what can be done to improve 
his fertility? With a better understanding of the 
part hormones, diet, rest, exercise, foci of infec- 
tion and vitamins play in these deficiencies, 
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some hope of relief can be offered. The diet 
should be high in proteins, minerals, and vita- 
mins. All foci of infections should be eliminated. 
There should be adequate rest, outdoor ex- 
ercised, and excessive smoking, drinking and sex- 
ual indulgence should be discontinued. Vitamin 
E proved to be of value in animals, but it is 
questionable if it is of any value in man, as 
his diet is usually not deficient in it. In the 
cases with a lowered basal metabolic rate, the 
administration of thyroid substance with consti- 
tutional treatment gave the best results as 
measured by subsequent pregnancy of the wives. 
It is given for a period of 90 to 125 days in the 
maximum amount that the patient can tolerate. 
If pregnancy does not occur, or a very definite 
increase in the number of spermatozoa, within 
six weeks from the time the thyroid is dis- 
continued chorionic gonadotropins (anterior 
pituitary-like substance, 500-1000 I.U.) and 
pituitary gonadotropins (anterior pituitary ex- 
tract, 100-200 I.U.) may be used in combination 
for 90 to 125 days. Two injections of each drug 
are given per week. Thyroid in small doses may 
also be combined with them. The wife is taught 
to administer these injections, in order to reduce 
the medical expense. Testosterone propionate in 
large doses is contraindicated because it may 
damage the testis and reduce the sperm count. 

Treatment of impaired fertility in the male 
remains in the trial and error stage. It is im- 
possible accurately to predict from the semen 
analysis that treatment will increase the fertility 
of any particular individual. Testicular biopsy 
is the most accurate method of determining 
which cases offer some hope of improvement. 
If it shows the germinal epithelium to be dam- 
aged beyond repair, then treatment is hopeless. 
I have been unable to secure cooperation in get- 
ting these men to submit to testicular biopsy. 

Thyroid substance and the gonadotropins are 
the only hormone substances, that are of value. 
If conception, or a very definite increase in the 
sperm count does not follow the second course 
of treatments they should be discontinued. 


CONCLUSIONS 


A detailed history and physical examination, 
and a semen analysis that includes volume, vis- 
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cosity, number of spermatozoa per c. c., total 
number, motility of the sperm, number alive at 
stated intervals, and their morphology, are es- 
sential to the diagnosis and treatment of 
sterility in the male. Taking the accepted 
standard of 3 c. c. volume, 60,000,000 sperma- 
tozoa per c. c., 75 per cent alive with good 
motility at the end of 1 hour, and a viability of 
24 hours, with the abnormal forms not exceeding 
25 per cent as the low limit of a normal fertile 
specimen of semen, 128 or 62 per cent of the 204 
males studied were sterile, or in a subfertile 
group. Absolute sterility was present in 22 of 
these, or 10 per cent of the total cases, leaving 
106 males in the subfertile group. Eight women 
partners in the subfertile group were sterile, re- 
ducing to 98 the couples in which pregnancy 
was possible. Conception occurred 30 times in 
the 98 cases, or in 30 per cent. Eighteen are 
known to have delivered normal children, spon- 
taneous interruption of pregnancy occurred in 
6, and in 6 the outcome is unknown. There 
were 73 males with normal semen by the above 
standards. The female partners of 11 of these 
were sterile, reducing to 62 the couples in which 
pregnancy was possible. Conception occurred 
25 times in the 62 cases, or in 40 per cent of the 
cases. Fifteen normal deliveries occurred in this 
group and 3 miscarriages. The outcome is un- 
known in 7 cases. 


In the writer’s experience there is no therapy 
that gives consistent satisfactory results in the 
treatment of the subfertile cases. The best re- 
sults were obtained in the cases with a lowered 
basal metabolic reading treated with thyroid 
substance. 


In many of the cases, factors were found in 
the female partner that reduced her fertility. 
Only by the close cooperation of the urologist, 
gynecologist, and specialist in other fields of 
medicine can the best results be obtained in the 
treatment of barren marriages. 


REFERENCES 


panne. ati. Sterility in the Male. Nebraska State Med. 

. Kurzrok, Raphael, et alii: Role of > pcaaea in Human 

Infertility. Amer. J. Med., 1:491, 

Hotchkiss, Robert Sherman: Fertility . ,~* p. 132. Phila- 

delphia: 5. B. Lippincott Co., 1944. 

- Portnoy, L.: Prognosis of Male Infertility. J. Urology, 
48-739, 1942. 


> &e ny 


FERRELL: HOSPITAL CONSTRUCTION PROGRAM 543 


NORTH CAROLINA’S HOSPITAL 
CONSTRUCTION PROGRAM* 


By Joun A. Ferrett, M.D., Dr. P. H.t 
Raleigh, North Carolina 


Administration of the State and Federal hos- 
pital program in North Carolina is charged to 
the Medical Care Commission of the State. 
Composed of twenty members representing wide 
interests, it was created on March 21, 1945, by 
an act of the legislature which correctly antici- 
pated and met all requirements of the Federal 
law adopted by Congress on August 13, 1946, 
commonly known as the Hill-Burton Act for 
hospital construction. 


The North Carolina legislation, House Bill 
594, was drafted and sponsored by a State 
Hospital and Medical Care Commission of sixty 
members, appointed early in 1944 by the then 
Governor J. Melville Broughton. This group 
studied the hospital resources and needs of 
North Carolina before presenting its program 
to the legislature. 


The new Medical Care Commission which re- 
sulted from those preparations comprises eight 
members who are nominees of unofficial agencies, 
two who are exofficio, and ten who are selected 
by the governor to represent various interests. 
The governor appoints them all, for four-year 
terms staggered to provide for induction of four 
each in 1947, 1948, and 1950, and six in 1949. 
The composition is as follows: 


Members of Commission Nominated by 

3 Physicians Medical Society of State of N. C. 
1 Hospital executive N.C. Hospital Association 

1 Dentist N. C. Dental Society 

1 Nurse N. C. Nurses Association 

1 Pharmacist N. C. Pharmaceutical Association 
1 Representative Duke Foundation 


10 Members appointed by Governor from the fields of 
agriculture, industry, labor, etc. 

1 State Commissioner of Welfare, exofficio without 
voting power. 

1 Secretary of State Board of Health, exofficio with- 
out voting power. 





*Read in Section on Public Health, Southern Medical Associa- 
tion, Forty-First Annual Meeting, Baltimore, Maryland, November 
24-26, 1947 


tExecutive Secretary of The North Carolina Medical Care 
Commission. 
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The Executive Secretary is the Commission’s 
full-time executive officer. Appointed by the 
Commission, subject to the approval of the gov- 
erner, he is authorized to employ the necessary 
personnel and to administer activities approved 
by the Commission and in accord with provisions 
of the Personnel Act. 


In addition to appointment of the Commission 
by the governor, the 1945 legislation provided 
for the appointment of a State Hospital Advisory 
Council to the Commission. This Council con- 
sists of five members, all named for terms of four 
years ending July 1, 1950. Its function is to 
serve the Commission in an advisory capacity in 
matters relating to hospital construction, equip- 
ment, maintenance, and operation. 


The state law provided also for two studies: 
first, the case for a university four-year medical 
school; and if needed, its location; second, the 
needs of the counties for hospital facilities and 
the share of the cost that should be assumed, re- 
spectively, by the state and the counties or other 
local agencies. ; 

Provision was included for the Commission to 
pay one dollar per day to approved hospitals 
toward the cost of the care of indigents; to 
administer a loan fund to students of medicine 
who agree to practice four years in rural com- 
munities of the state; to study methods for pro- 
viding training for Negro students of medicine 
and for loans to such students; and to encourage 
the extension throughout the state of prepaid 
insurance for medical and hospital care. 


The 1947 Legislature in March enacted a 
hospital licensing law to be administered by the 
Commission. This Act conforms substantially to 
the licensing bill recommended by the Council 
of State Governments, but adapted to North 
Carolina conditions. Licensing, however, is man- 
datory only for those hospitals which seek state 
and Federal aid. It is optional for others. The 
Legislature also adopted a State Enabling Act, 
conforming closely to the bill recommended by 
the Council of State Governments but har- 
monized with North Carolina laws and con- 
ditions. This measure permits the state, counties, 
cities, and towns, separately or jointly, to raise 
funds for building, equipment, maintenance, and 
operation of hospitals. Bond issues for hospitals 
can be voted by counties and incorporated cities 
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and towns. This applies both to hospitals that 
are publicly owned and to those that are owned 
and operated by non-profit corporations. 

The 1947 Legislature broadened the scope of 
the Commission’s loan fund to apply to students 
of medicine, dentistry, pharmacy, and nursing at 
any recognized school approved by the Commis- 
sion. Students accepting loans must agree, upon 
completion of their training, to serve at least 
four years in rural North Carolina communities. 
Moreover, unless the Commission authorizes an 
exception, the students must have been citizens 
of the state for eight years. 


The Legislature appropriated $50,000 to the 
Commission for administrative expenses in 1945. 
This was increased to $61,520 by the 1947 
Legislature. Toward the hospital care of in- 
digents, each at one dollar per day, $500,000 
annually was voted by the 1945 Legislature. 
This amount was decreased to $350,000 annually 
in 1947. A revolving loan fund of $50,000 for 
students of medicine was provided in 1945. It 
was used only to a limited extent because the 
Government extensively financed the training of 
physicians who had served with the armed 
forces. Although it broadened the scope of the 
loan program, the 1947 Legislature did not in- 
crease the amount of the loan fund. 

Appropriations this year for the building, 
expansion, and equipment of hospitals included 
$6,250,000 to the Commission for the biennium 
beginning July 1, 1947, for local general hos- 
pitals, clinics, and health centers; $5,290,000 to 
the State University for expansion of its two- 
year medical school to a standard four-year 
medical school and toward building a 400-bed 
teaching hospital; $5,413,526 to the three state 
mental hospitals, and $1,500,000 for the pur- 
chase of Camp Butner hospital, with its 3,374 
beds, a total of nearly $7,000,000; approxi- 
mately $1,700,000 to the three state tuberculosis 
hospitals; and $53,500 to the state orthopedic 
hospital; and $300,000 for a hospital for the 
treatment of spastic children (cerebral palsy). 

The Legislature made additional appropria- 
tions for the expansion of state institutions that 
provide domiciliary care of epileptics and the 
feeble-minded. These institutions are excluded 
from the benefits of the Hill-Burton Federal 
Hospital Act. 
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The North Carolina Medical Care Commission 
was organized July 27, 1945, with James H. 
Clark as Chairman and Dr. Clarence Poe as 
Vice-Chairman. The members were grouped, as 
follows, into eleven committees which reflect in 
general the state program: 


1. Executive Committee. 

2. Committee on Acceptance of Gifts. 

3. Committee on Construction and Enlargement of 
Local Hospitals. 

4. Committee on Contribution for Indigent Patients. 

5. Committee on Hospital Care Associations. 

6. Committee on Legislation. 

7. Committee on Medical School Expansion of Uni- 
versity of N. C. 

8. Committee on Medical Student Loan. 

9. Committee on Medical Training for Negroes. 

10. Committee on Nursing Service and Training. 

11. Committee for Report to Governor and General 
Assembly. 


Following the appropriations of 1945, a sur- 
vey of the state’s 180 hospitals and a study of 
the needs for additional facilities were made 
during the first nine months of 1946. The data 
collected were analyzed and recorded in the fall 
of that year. Of the 100 counties in the state 
33 were found to have no hospital facilities and 
the shortage of beds in the other 67 counties 
was extensive. The general hospital beds in the 
state numbered about 9,262 or 2.7 beds per 1,000 
of population, whereas the goal set by the U. S. 
Public Health Service calls for an average ratio 
for the state of 4.5 or a total of 15,003 general 
hospital beds. The three state mental hospitals 
were designed to accommodate about 8,098 
patients. Other mental hospitals, mostly privately 
owned, will accommodate about 180 patients. 
Combined, the mental beds give a ratio of about 
2.4 beds per 1,000 of population, whereas the 
national goal is 5.0 per 1,000. The developments 
under way and contemplated will increase the 
bed ratio in the state for mental patients to 4.0 
per 1,000 of population, which up to 1946 had 
been exceeded by only three or four states. 


The survey showed 2,037 tuberculosis beds in 
the state. The standard set by the U. S. Public 
Health Service calls for 3,490 which means that 
1,453 additional beds must be provided. Funds 
now available are expected to finance about 
1,000 new beds. Of course, many of the present 
beds in the general local hospitals, possibly 15 
per cent to 20 per cent, should be abandoned, 
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and the same applies to the state-owned hospitals 
for mental patients and for tuberculosis patients. 


Late in 1945 the Commission appointed the 
National Committee for the Medical School 
Survey. It consisted of seven non-residents of 
North Carolina who were experienced in medical 
education and care. Its mission was to study 
the need for a university four-year medical 
school, and if needed, to recommend its location. 
In June, 1946, this Committee recommended 
“that the Trustees of the University of North 
Carolina establish a four-year school of medicine 
situated on the Campus of the University at 
Chapel Hill.” The General Assembly of 1947 
approved the plan and made appropriations to 
construct the buildings. 


Congress, on July 3, 1947, authorized Surgeon 
General Parran to enter into contractual obliga- 
tions with the states for hospital construction up 
to $75,000,000 for the year beginning July 1, 
1947, and the President approved that measure 
July 7. Of this amount, $3,431,550 has been 
allocated to North Carolina. The North Carolina 
Medical Care Commission’s over-all five-year 
plan for hospital construction as required by the 
Federal Hospital Act, was approved by Surgeon 
General Parran, July 6. These developments 
enabled the Commission to begin immediately 
the receiving and consideration of applications 
for aid from state and local hospitals. 


The priority schedule for hospital projects 
was, to a large degree, prescribed by the Hospital 
Facilities Division of the U. S. Public Health 
Service. It gives highest priority to counties 
without hospitals and to rural regions that 
show urgent need of hospital facilities. 


The Commission has adopted a basis for 
allocating state funds to county or local hos- 
pital projects. The amounts, expressed in per- 
centages of the cost of approved projects range 
from 10 per cent of state funds for the wealthiest 
counties to 50 per cent for the poorest counties. 
The average per capita individual state income 
tax paid per annum during the six-year period, 
1939-1944, is employed as the basis. In addition 
to one-third of the cost from Federal funds, 
twelve counties will receive 50 per cent state 
aid and eight will receive 10 per cent; the range 
for eighty counties will vary between these ex- 
tremes. Of the 33 counties having no hospital 
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facilities, sixteen will contribute from 16.7 to 
20.0 per cent of the cost of hospitals; fourteen 
will contribute from 20.0 to 25.0 per cent; and 
three from 25.0 to 30.0 per cent. A small re- 
serve of state funds will be withheld with which 
to make adjustments if the necessity arises. 


Eighty-nine local general hospitals have been 
approved by the Commission and seventy-five 
have received one dollar per day for each cer- 
tified indigent hospitalized. The Duke Endow- 
ment also grants one dollar per day for the hos- 
pitalization of indigents. 

A questionnaire has been sent to the hos- 
pitals of the state as a means of obtaining in- 
formation not included in the charters. This 
will aid state and Federal authorities to de- 
termine which hospitals are non-profit and 
eligible to receive state and Federal aid. 

A handbook or guide has been prepared and 
sent to a few leaders in each of those counties 
now having no hospital facilities. It is designed 
to aid a representative group to study the area’s 
hospital needs and financial resources, to or- 
ganize and plan a hospital project, and to raise 
the local share of its cost. 

A pamphlet will be issued to college and high 
school students regarding the attractions of 
careers in the hospital field. Another will in- 
clude all the more important state laws or 
abstracts of laws that relate to the building, 
equipment, maintenance, operation, and licensing 
of hospitals. 


In addition to employing an executive secre- 
tary and the necessary stenographic, accounting, 
and clerical personnel, the Commission has se- 
cured the services, on a full-time basis, of an 
architect, two hospital administrators, and a 
construction engineer. The Commission has re- 
ceived substantial aid from the medical and 
technical personnel of the Duke Endowment. 
In its public relations activities, the Good 
Health Association, Inc., a voluntary agency 
financed by a few public spirited citizens, has 
rendered a large and valuable service. 


SUMMARY 


In summary, the more important accomplish- 
ments of the North Carolina Medical Care 
Commission during the past year are: 





June 1948 


(1) One hundred and eighty hospitals with 
20,403 beds have been surveyed and the results 
tabulated: 








No. of Hospitals 


Total Bed 
in 1946 Survey 


Type of Hospital Complement 








129 Local General 9,262 
15 Allied Special 670 
7 Mental 8,278 
24 Tuberculosis 2,092 
2 Chronic Diseases 24 
3 Other 77 

180 Hospitals 20,403 








(2) Legislation regarding appropriations, hos- 
pital licensing, enabling laws, student loans, and 
so on, was prepared, submitted to, and approved 
by the 1947 General Assembly. 

(3) The State Five-Year Hospital Plan was 
prepared, and on July 8, 1947, received the 
approval of the Surgeon General of the U. S. 
Public Health Service. The Federal pledge of 
aid to the states was ratified July 7. North 
Carolina was allocated $3,431,550 for the year 
that began July 1, 1947. 

(4) About ten millions of dollars have been 
raised by 53 local hospital agencies toward their 
share of the cost of contemplated hospital 
projects. The local share of the cost of hospital 
projects ranges from one-sixth to one-half, 
averaging about one-third the total for the 
entire state. 

(5) The Medical Care Commission on Oc- 
tober 28 gave preliminary approval to 14 hos- 
pital projects that encumber the following 
amounts: 














Local agencies eames $ 3,055,720 
State agencies ees 3,811,614 
. 6 Geek Se 
Total $10,298,884 











If the state owned hospitals, within a reasonable 
period, come forward with approvable con- 
struction applications, approval of one or two 
of the 14 local hospital projects may be delayed 
until July 1, 1948, when the next fiscal year 
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begins in order to make funds available this 
year toward some of the state owned hospital 
projects. 

(6) Approximately 40 hospital sites have 
been inspected to determine their acceptability 
from the standpoints of central location, eleva- 
tion, drairiage, acreage, water, sewage, and 
electric facilities, roads, transportation facilities, 
and so on. 

The State of North Carolina contemplates the 
expenditure for the five-year Hill-Burton period 
of about $51,000,000 for hospital construction. 
One-third of this amount is to be supplied by 
the Federal government. Tentative allocation 
this year of $10,298,884 represents approxi- 
mately one-fifth of the total amount expected 
for the five-year program. 





DISCUSSION (Abstract) 


Dr. R. H. Riley, Baltimore, Md—When I hear men 
south of us talking about their health program, I begin 
to take stock of what is happening to Maryland in the 
matter of distribution and allotment of Federal funds. 
I have just heard that North Carolina will get three 
and a half million dollars each year for its hospital 
construction program. The population of North Caro- 
lina is not quite twice the population of Maryland, 
and yet Maryland gets $870,000 a year as compared 
with three and a half million for North Carolina. Of 
course, I could talk in a big way, too, if we had so 
much money coming from outside sources. But North 
Carolina certainly must have needed much when Dr. 
Ferrell went there, because he has a most ambitious 
program. 


The public demand that good medical and hospital 
service be made available to the whole population has 
developed so rapidly and so universally that we face 
a condition without precedent in attempting to trans- 
mute this demand into an efficient and economical 
program of service. 

There are many problems in the field for which we 
have as yet no satisfactory answer. As Dr. Ferrell has 
suggested, the most obvious needs are those clearly 
stated by the North Carolina Committee: more hos- 
pitals and more and better doctors. Even when we 
have provided hospital capacity sufficient to provide a 
bed for every case needing service and have vastly in- 
creased the number and skill of our physicians, we 
shall still not have solved the whole problem. The ques- 
tions of economics, of organizational structure, and 
of administration remain to be attacked. Of these 
problems, that of economics will probably be the easiest 
to solve. Our present expenditures for medical care 
are so large that were the service efficiently organized 
and administered, present funds would go a long way 
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toward meeting the expanded needs which we today 
recognize. We will all watch with the greatest care the 
manner in which North Carolina attacks these difficult 
problems. 

Dr. Ferrell has been a Santa Claus to more health 
departments than any man in the United States. He 
gave help where it was needed, he gave it wisely, money 
was not wasted, and we are now profiting by it in 
using Federal funds. When we needed help in a grand 
way, the great Santa Claus came along in the form of 
Federal allotments. Wherever Dr. Ferrell has acquaint- 
ances, he has friends. And those who were helped in 
those days never went back on him. 


In Maryland, we have embarked on a somewhat 
similar program. We cannot equal North Carolina in 
any respect except in the weight of the report; I think 
our survey on hospital needs weighs six pounds, and 
I have not seen anything that came out of North 
Carolina which equaled that though our program is 
considerably more modest. The administration of the 
program has been confined to the State Department of 
Health. We believe this to be the proper agency. It is 
obviously no task for the welfare organization, and to 
create an entirely new organization of statewide scope 
would be difficult and expensive, and would raise press- 
ing questions of coordination of effort between those 
providing medical care and those pursuing the present 
methods of public health. 


We shall hope to hear more from Dr. Ferrell in the 
future about the progress of the work in his state. 


Mr. Herbert Fritz, Baltimore, Md.—Dr. Riley brought 
out the important factors so far as we are concerned 
here in Maryland. Our Federal funds are very limited 
when compared with grants to other states. In the 
preparation of our plan, we have followed the general 
principles set up by the United States Public Health 
Service. We expect to have our plan ready for presen- 
tation to the Surgeon General within the next few 
weeks. The scope of our program in Maryland is not 
quite so wide as that in North Carolina, where they 
have included medical schools and medical care. Under 
the Hill-Burton Bill, our program is limited strictly 
to hospital. construction. 


The Hill-Burton Bill came at a very opportune time. 
The depression and the war delayed hospital construc- 
tion, with the result that today the need for additional 
hospital facilities is an accumulation covering a num- 
ber of years. If those hospitals had been constructed 
according to the normal time schedules, many of them 
would have “just grown” as so many hospitals have in 
the past. 

Under the Hill-Burton Bill, with the benefit of the 
expert advice that comes out of the United States 
Public Health Service, the hospital of the future will 
be better planned, both internally and with relation to 
the community it is to serve. 


Dr. Ferrell (closing) —The hospital program in North 
Carolina began early in 1944. The accomplishments 
have been the work of many individuals. The first 


x 
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commission had‘ sixty members. They spent a great 
deal of time and personal funds in developing the 
foundation for the present program. The present com- 
mission has twenty members all of whom have cooper- 
ated in fine spirit in every situation. The State Medical 
Society and various other state agencies are all cooper- 
ating, so in the commission’s work we are having a 
wonderful and pleasant experience. 





PUBLIC HEALTH SERVICES OF THE 
AMERICAN RED CROSS* 


By Burton F. Austin, M.D. 
Atlanta, Georgia 


There is abundant pleasure in bringing you 
greetings from the Southeastern Area of the 
American National Red Cross, which renders 
service in eight of the states represented in the 
Southern Medical Association. Your Red Cross 
serves the American people in many ways and 
health services are rendered through several 
channels. Some of the services I shall include 
in this message are not, strictly speaking, gen- 
erally considered to be public health activities. 
Nevertheless, they are all connected with public 
health in one way or another. 

As you know, the American National Red 
Cross is a volunteer organization chartered by 
the National Congress. It, therefore, has a 
quasi-official place in the American way of 
life. However, it is not a federal agency, fi- 
nanced in any way by the National government 
as our Navy, Army, and other official agencies 
are. It is dependent upon the generosity of a 
grateful people for its financial support. Never- 
theless, it is an organization that has representa- 
tives within easy reach of every citizen in the 
United States of America. This is made pos- 
sible through the 3,754 local chapters function- 
ing all over the country. 


You are aware that the Red Cross is not a 
medical organization but it has been active since 
inception in certain phases of health work. It 
has been a great pioneer in many services pro- 
moting health. At times it has been the only 
organization in a community engaged in a par- 
ticular health activity. At other times the Red 





*Chairman’s Address, Section on Public Health, Southern Medical 
Association, Forty-First Annual Meeting, Baltimore, Maryland, 
November 24-26, 1947. 
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Cross has cooperated intelligently and effective- 
ly with one or several organizations in the ef- 
fort to accomplish the purpose of improved 
health for a community. Many of its services 
deal directly with health promotion. Some of 
these are: 

(1) Disaster Medical Service 

(2) Nursing services 

(3) Nutrition service 

(4) First aid, water safety, and accident pre- 
vention 

(5) National blood program. 


Your attention is directed to the fact that 
Red Cross is guided in all its services related to 
medical and health activities by a special ad- 
visory board. This board is made up of some 
109 men and women who are experts in every 
phase of medical and health work. Each of 
these eminent leaders serves on at least one of 
the 15 committees such as public health, medi- 
cine, sanitary engineering, nursing, dentistry, 
surgery, psychiatry, pediatrics, nutrition, blood 
and blood derivatives, and others. 


DISASTER MEDICAL SERVICE 


The American National Red Cross has a re- 
sponsibility for the relief of persons suffering 
from disaster. In addition there are certain 
duties imposed upon the organization which are 
described in its congressional charter as fol- 
lows: 


“To continue and carry on a system of national and 
international relief in time of peace and to apply the 
same in mitigating the sufferings caused by pestilence, 
famine, fire, floods, and other great national calamities, 
and to devise and carry on measures for preventing the 
same.” 


The following quotation is taken from an 
opinion of the Honorable John W. Davis when 
he was Solicitor General: 


“When any question arises :. to the scope and activities 
of the American Red Cross it must always be re- 
membered that its charter is not only a grant of power 
but an imposition of duties. The American Red Cross is 
a quasi-governmental organization, operating under con- 
gressional charter, officered in part, at least, by govern- 
mental appointment, disbursing its funds under the 
security of a governmental audit, and designated by 
presidential order for the fulfillment of certain treaty 
obligatians into which the Government has entered. It 
owes, therefore, to the Government which it serves the 
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distinct duty of discharging all those functions for which 
it was created. 


“Not only is it constrained by these considerations 
growing out of its organic character, but there is also a 
moral obligation resting upon it to its membership and 
to the American people, who have freely and generously 
contributed to its support.” 


Many people think of disaster in terms of 
floods, fires, tornadoes, explosions, or other 
great conflagrations in which many persons are 
injured or killed. But for Red Cross purposes, 
a disaster is defined as a situation, usually ca- 
tastrophic in nature, in which numbers of per- 
sons are plunged into helplessness and suffer- 
ing, and as a result may be in need of food, 
clothing, shelter, medical care, and other basic 
necessities of life. It, therefore, requires no 
stretch of one’s imagination to realize that in- 
fections or communicable diseases may be 
termed disasters and warrant Red Cross aid in 
preventing or alleviating them. 


Relief activities of the American Red Cross 
in time of disaster include mobilizing, organ- 
izing, and directing Red Cross medical, dental, 
nursing and hospital facilities to supplement the 
work of public and private health agencies, 
physicians, and hospitals. Such supplementary 
assistance may include: transportation of the in- 
jured; professional services of physicians, den- 
tists, and nurses; arrangement for care in local 
hospitals; establishment of emergency medical 
stations; furnishing of medical and hospital sup- 
plies; provision of medical and nursing service 
in shelters; establishment of emergency hospi- 
tals, health supervision and bedside nursing care 
in homes and hospitals. 


Local and state health departments are rec- 
ognized by the American Red Cross as the of- 
ficial agencies primarily responsible for the su- 
pervision of public health measures in disaster 
areas and the provision of biologicals. How- 
ever, when health authorities make written re- 
quests for aid, saying that sufficient public 
health personnel and funds are not available to 
safeguard the public health in the disaster area, 
Red Cross funds may be used to supplement 
health department resources. All public health 
activities of the American Red Cross are con- 
ducted under the direction of local or state 
health departments. These include: 
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(1) The protection of public and private wa- 
ter supplies. 


(2) Milk and food sanitation. 


(3) Environmental sanitation for the imme- 
diate disaster area for the disposal of excreta, 
refuse, and dead animals. 

(4) Control of communicable diseases. 

(5) Furnishing of biologics. 

(6) The general sanitation of shelter facili- 
ties. 

The Red Cross cooperates with local physi- 
cians, dentists, and hospital authorities in the 
organization and direction of medical relief 
work and in providing additional facilities nec- 
essary to the emergency. Local physicians and 
dentists are directly responsible for the care 
of the sick and the injured. Red Cross medi- 
cal and dental assistance is intended only for 
those whose condition has been directly caused 
or aggravated by the disaster and who are un- 
able to obtain medical and dental care. Ex- 
ceptions may be made in certain emergency 
cases, such as those involving obstetrical care. 


During the first few days of an emergency 
it may be necessary to provide medical aid on 
a mass basis. This practice is discontinued as 
soon as possible, and patients are referred to 
their own physicians and dentists or to the 
usual community resources. 

Nursing service is essential to care for the 
ill and injured and to protect the health of the 
refugees. Red Cross furnishes nurses for refu- 
gees at mass shelters and they render services 
under the direction of the attending physician. 
In addition to this service nurses may be as- 
signed to the health department staff or to sup- 
plement the general nursing staff of local hos- 
pitals or for special duty to care for critically 
ill patients. Adequate nursing staff may also 
be provided for emergency medical stations. Fol- 
low-up home visits are made by Red Cross 
nurses to all patients discharged from hospitals 
or treated by local physicians when they re- 
quest such visits. 

Hospital care and emergency treatments are 
provided Red Cross patients at local public or 
private hospitals. Near-by hospitals are used 
when maximum capacity of local hospitals has 
been reached or special treatment is required 
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that is not available locally. Emergency hospi- 
tals are established as a last resort and only in 
such instances when local or near-by hospital fa- 
cilities are totally inadequate or cannot be ex- 
panded. When Red Cross nurses are assigned 
to duty at hospitals they must conform to rules 
and policies of the hospital to which they are 
assigned. 


NURSING SERVICES 


The National Administrator of Nursing Serv- 
ices receives advisory help from the National 
Committee which includes among its members 
representatives of the three national nursing 
organizations (American Nurses’ Association, Na- 
tional League of Nursing Education, and Na- 
tional Organization for Public Health Nursing), 
representatives of chapter nursing committees, 
the superintendents of the various government 
nursing services, and several interested mem- 
bers at large, both lay and professional. Red 
Cross nursing programs are kept in harmony 
with national trends and nursing objectives for 
the country as a whole. 

The new plan for nurse enrollment provides 
a medium through which nurses may enroll for 
participation in the nursing activities of the 
American Red Cross chapters and interpret the 
philosophy of the Red Cross and its programs 
to their professional associates, to student nurses 
and to the general public. It also provides a 
local roster of selected and informed nurses 
who can be organized quickly to assist in mass 
recruitment in case of national or regional 
emergency. 

(1) Maintaining a roster of enrolled Red 
Cross nurses from which the Army and Navy 
may draw in an emergency and from which the 
Red Cross may draw for its normal and emer- 
gency programs. 


(2) Training nurses to teach lay persons Red 
Cross home nursing, providing courses in home 
nursing for lay persons, and directing the ad- 
ministration and teaching of these courses in 
chapters. 

(3) Providing nurses for disaster nursing 
service and, when necessary, supervising or di- 
recting their work. 
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(4) Directing and supervising chapter pub- 
lic health nursing programs. 

(5) Cooperating with volunteer special serv- 
ices by giving professional guidance for their 
volunteer nurses’ aide program. Training and 
supervision of the technical aspects of nurses’ 
aide program. 


NUTRITION SERVICE 


The American Red Cross was one of the pio- 
neers in the field of nutrition education; its nu- 
trition activities date back to 1912 when classes 
were offered in dietetics and household economy. 


The American Red Cross nutrition service is 
a long range continuing educational program. 
It is designed to disseminate new information on 
food and its relation to health and to assist in- 
dividuals and families with their food problems. 
It prepares volunteer nutrition aides for com- 
munity service with chapters and potential mem- 
bers for canteen service and dietitian’s aide 
service. 


The nutrition activities conducted by Ameri- 
can Red Cross are coordinated with the activi- 
ties of other community agencies by the local 
nutrition committee. There is no duplication 
of service in this field for where other agencies 
are functioning the Red Cross does not engage 
in that particular activity. In spite of the many 
types of nutrition service being rendered in va- 
rious communities there is still a vast segment 
of the American population not being reached 
with adequate nutrition information. Red Cross 
attempts to reach those who are not receiving 
the right kind of nutrition service through other 
official or voluntary agencies. 


FIRST AID, WATER SAFETY, AND ACCIDENT 
PREVENTION 


Workers of the American Red Cross are con- 
cerned over the great number of persons who 
are injured and killed each year because of ac- 
cidents. It is believed that nearly all of these 
injuries and deaths are preventable. The first 
aid, water safety, and accident prevention serv- 
ice combines into one unified effort the opera- 
tion of these three closely related programs for 
the conservation of human life. Red Cross first 
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aid training provides for the emergency care of 
injured persons in the absence of immediate 
medical attention. Water safety training has 
to do with the skills and procedures essential to 
security in and about the water, the rescue of 
those in danger of drowning, and resuscitation 
of those who have drowned. Accident preven- 
tion courses taught by the Red Cross deal espe- 
cially with the problems of common accidents 
which occur in homes, on farms, as well as in 
the day by day activities of everyone. 

Education is the means used in carrying on 
the first aid, water safety, and accident preven- 
tion program. In this way it seeks to help pre- 
vent the great loss of time and life as well as 
suffering caused each year by preventable acci- 
dents. 


NATIONAL BLOOD PROGRAM 


Human blood and its derivatives were made 
available in large quantities to the armed forces 
during World War II. The American National 
Red Cross was the organization called upon by 
the United States Army and Navy to secure and 
supply these vital lifesavers to our fighting per- 
sonnel. Blood plasma and albumin and later 
whole blood were available to service men every- 
where through the Red Cross program. Nearly 
1314 million pints of blood were obtained from 
the veins of American citizens at 35 blood donor 
centers and their 63 mobile units. 


The medical and health advisory committee 
at the meeting in June, 1944; recommended 
that a study be made as to the need for a Red 
Cross blood program for civilians at the close 
of war. Consultations were held with repre- 
sentatives of the United States Public Health 
Service, the American Medical Association, the 
conference of state medical society secretaries, 
and editors of state medical journals, the Asso- 
ciation of State and Territorial Health Offi- 
cers, the American Hospital Association, and 
those chapters which participated in the war- 
time blood donor program. It was generally 
agreed that chapters should be authorized by 
national headquarters to cooperate with health 
departments, medical societies, and hospital 
groups in the procurement of blood for civilians. 
It was, therefore, announced in May, 1945, that 
the American Red Cross would assist in the de- 
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velopment of plans for providing blood and its 
derivatives without cost to civilians. 

The stocks of dried blood plasma prepared 
for the armed services were declared surplus 
property following World War II. Approxi- 
mately two million units of this surplus plasma 
were turned over to the American Red Cross 
for distribution to the American civilian popu- 
lation. The plan of distribution was carefully 
worked out with the association of state and 
territorial health officers with the approval of 
the American Medical Association and the 
American Hospital Association. The plasma as 
well as immune serum globulin is distributed by 
the state health departments and is available to 
every physician and hospital in the country 
without cost even for transportation. It is 
available free to everyone without regard to 
race, creed, color, or financial standing. A rea- 
sonable fee is permissible for professional serv- 
ices in administering the products. It is also 
available to all service and veterans hospitals. 


It is realized that plasma is only a temporary 
expedient, has its limitations, and will not take 
the place of whole blood or other derivatives 
when the physician desires these products. The 
supply will be exhausted and can be made avail- 
able only through about July, 1948. The im- 
mune serum globulin will continue to be avail- 
able for an indefinite period. Immune serum 
globulin is now available for free distribution 
upon request made by any licensed physician. 

Encouraging results have been obtained 
through research studies in the use of blood 
derivatives obtained from redissolved substand- 
ard dry plasma. The eventual distribution of 
these products will be determined after coun- 
sel from our technical advisory committee. 


At a time when the American people were 
privileged to receive benefits from the use of 
the surplus plasma and other derivatives the 
central committee of the American Red Cross 
decided that further consideration might well 
be given to the possibility of the organization’s 
undertaking a national blood program. During 
1946 and early 1947 the question was discussed 
with and approved in principle by leaders of 
the American Medical Association, the Ameri- 
can Public Health Association, the Association 
of State and Territorial Health Officers, the 
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American Hospital Association, the Catholic As- 
sociation, the United States Public Health Serv- 
ice, the Army, the Navy, and the Veterans Ad- 
ministration. The new board of governors, 
American National Red Cross, meeting in Cleve- 
land, Ohio, June 12, 1947, ratified and con- 
firmed previous action of the central committee 
approving and authorizing the national blood 
program as an activity of the American Red 
Cross. Thus there were brought to a climax 
several years of intensive study and considera- 
tion of what the American Red Cross might do 
to help supply blood needed to safeguard the 
health of all the people of our nation. This ac- 
tion insures to peacetime the gains to humanity 
made in lifesaving in time of war. It recognizes 
that lessons learned in wartime call for broad 
national planning to meet the needs of nation- 
al defense both military and civilian. The de- 
cision was reached through the well-known 
American democratic process and is now a na- 
tional American Red Cross program requiring 
the intelligent, enthusiastic support of every Red 
Cross worker whether paid or voluntary. 


The purpose of the national blood program 
is to make blood and its derivatives available to 
every American who needs it irrespective of 
race, creed, color, or financial ability to pay. 
The only charge to any patient permitted under 
the program is a reasonable fee by the physician 
or hospital for professional services in admin- 
istering the product. These blood products as 
well as whole blood will be available to service 
and Veterans Administration hospitals. The at- 
tending physician will determine the blood or 
derivative to be administered in each case ac- 
cording to need. 


You will readily understand that a program 
of such colossal proportions will necessarily be 
one of gradual development. Personnel must 
be procured and trained; equipment and sup- 
plies which are short must be secured; local ar- 
rangements for bleeding centers must be made 
and many details regarding recruitment of 
donors, their physical examinations, transporta- 
tion, and nourishment; and securing volunteer 
services face the personnel in putting the plan 
into operation. 


It is contemplated that by January 15, 1948, 
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one stationary center will be established in each 
area and at Washington, D. C. If all progresses 
satisfactorily three additional centers will be 
established in each of the five areas by June 
30, 1948. Eventually, at the end of perhaps 
five years, there will probably be 140 major 
centers, 210 minor centers, with 600 to 800 mo- 
bile units collecting blood throughout the na- 
tion. In the meantime local programs will con- 
tinue on their present basis and new programs 
will be established as heretofore with the ex- 
ception of integration with the national pro- 
gram later on. 

It is contemplated that blood will be pro- 
cured at major centers and whole blood prop- 
erly labelled and stored for distribution as such 
when needed. Blood in excess of the amount 
considered needed for administration as whole 
blood will have the red blood cells removed and 
the remaining blood will be sent to central 
commercial laboratories for fractioning. This 
fractionated blood will be redistributed for use 
by the physicians throughout the country. 


In addition to whole blood and plasma, the 
national blood program will provide other blood 
derivatives of proved value. Listed below are 
those which, to date, medical science finds defi- 
nitely valuable, with a brief explanation of their 
uses. 


Human serum albumin, used in the treatment of shock, 
certain kidney diseases such as nephrosis. Early findings 
indicate that some comfort may be had by cirrhosis 
patients. 

Immune serum globulin, used for modifying or pre- 
venting measles. 

Antihemophilic globulin, effective in the treatment of 
hemophiliacs, or “bleeders”. 

Blood grouping serum, for determining blood types, a 
procedure which is absolutely essential in the safe use of 
whole blood. 

Fibrin films and thrombin, used in brain and nerve 
surgery and in skin grafting. 

Red cell suspensions, used for treating certain anemic 
conditions. 

Red cell paste and powder, to promote the healing 
of certain types of wounds such as vascular ulcers. 


It is anticipated that the collection of blood 
will be accomplished substantially along the 
same lines pursued during the wartime program. 
There will be regional blood donor centers at 
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the largest chapters with mobile units to cover 
smaller communities. 

The mobile units will not, as a general rule, 
operate further than 70 miles from the regional 
center. Red Cross chapters will organize local 
programs to enroll donors, provide space for 
bleeding centers and furnish non-technical per- 
sonnel. Financing the program will be ac- 
complished with funds from national and chap- 
ter levels. Those will be collected in the an- 
nual fund campaign. Professional personnel for 
technical work will be employed on national, 
area, and chapter levels on pay, full time or 
part time and voluntary basis. Processing of 
the blood will require highly skilled work. That 
portion of the blood collected for use as whole 
blood will be examined, typed, and distributed 
to hospitals for immediate use by physicians in 
the region. The amount in excess of that re- 
quired for use as whole blood will be shipped 
to commercial laboratories for fractionating into 
valuable derivatives. These will be distributed 
for use as such by physicians as required. Dis- 
tribution of blood and its derivatives will in- 
volve making the best possible arrangements to 
make them readily accessible to physicians and 
hospitals for medical use. Military, marine, and 
veterans hospitals will be included. 

Finally the following statements are repeated 
for emphasis: 

(1) The American Red Cross national blood 
program is designed to provide blood and blood 
derivatives readily: available, without charge for 
the product, for medical use throughout the 
United States of America to help save lives 
and prevent needless suffering. 

(2) This is a service for which there is much 
evidence of an existing need. It is a service 
necessarily of the people, for the people, and 
by the people of this country. 

(3) Red Cross chapters, under the guidance 
of Red Cross national headquarters, have the 
important responsibility of general conduct of 
the program within their communities. 

(4) Financing of the program will be accom- 
plished jointly by Red Cross national head- 
quarters and chapters with funds raised in the 
annual fund campaign. There will be no spe- 
cial campaign for funds with which to finance 
the national blood program. 
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THE ROLE OF CLINICAL RESEARCH IN 
THE HOSPITAL TEACHING PROGRAM* 


By Georce T. Harreryt, M.D. 
Winston-Salem, North Carolina 


The ultimate aim of all research is the ad- 
vancement of knowledge. Clinical research serves 
an additional purpose, in that it may be used 
as a teaching tool. It is axiomatic among medical 
educators that undergraduate students are taught 
best by faculty members active in research. In 
a hospital where an active program of clinical 
research is being pursued, the house staff, who 
are in reality students continuing their education 
at postgraduate level, are stimulated to think, 
to read, and to apply to the cases at hand the 
ideas conceived. The stimulation extends also to 
the senior or attending staff. 


Clinical research is concerned directly or in- 
directly with observations made at the bedside 
on patients. The problem may require only 
direct observation of patients for the interpreta- 
tion of signs and symptoms; it may call for a 
review of a series of hospital records; or it may 
involve some laboratory test. Research done on 
patients need be no less fundamental or basic 
than research done on animals. The research 
will be more critically and effectively carried out 
if it is tied to one of the basic sciences. 

Clinical research problems which have been 
completed in our institution have involved path- 
ology, bacteriology, parasitology, physiology, 
pharmacology, chemistrv, and genetics. Clinical 
research develops habits of observing minutely, 
recording meticulously, thinking rationally, and 
reading intensively. The reading can be di- 
rected toward the basic mechanisms of disease 
and the means by which alterations in func- 
tion can be corrected. The ability to evaluate 
critically the scientific literature will be de- 
veloped. It is important that more emphasis be 
placed upon thinking and interpreting than upon 
the acquiring of new technics; the technics will 
be learned incidentally in the performance of the 
experiments. 


Research work should be individualized for 





*Chairman’s Address, Section on Medical Education and Hos- 


pital Training, Southern Medical Association, Forty-First Annual 
Meeting, Baltimore, Maryland, November 24-26, 1947. 

*From the Department of Internal Medicine, Bowman Gray 
School of Medicine of Wake Forest College and the North Carolina 
Baptist Hospital, Winston-Salem, North Carolina. 
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the man who is to perform it. The physician 
should be encouraged to select his own problem 
so that he will work on it with zest. Usually a 
beginner will work more vigorously on a problem 
which has practical application to the diagnosis 
or therapy of some disease in the patient. In so 
far as possible, he should be made to feel that 
the project is his own “baby,” for which he is 
responsible. The initial idea will usually have 
to come from a senior member of the staff, who 
will make suggestions and will act as guide and 
advisor to the younger man. The chief of the 
service will probably have to limit the scope of 
the investigation so that it can be completed in 
the time available. The investigator may work 
entirely on his own on a problem limited in 
extent to his capability and degree of training, 
or he may collaborate with an older and more 
experienced colleague on some segment of a 
long-range project which extends over a period 
of years. In our institution creditable research 
projects have been completed by students, in- 
terns, and residents, as well as by members of 
the senior staff. Some investigations have been 
carried out entirely in our clinical department, 
others in collaboration with another clinical de- 
partment or with a pre-clinical department. In 
our residency training program we have found 
it useful to assign house officers to a basic- 
science department of their choice for periods 
of three to twelve months; thus the requirement 
of the American Board of Internal Medicine for 
basic-science training is met and a period of time 
is made available for research uninterrupted by 
clinical duties. 


TYPES OF CLINICAL RESEARCH 


An example of pure bibliographic research is 
a review summarizing the evidence for and 
against the thesis that hypersensitivity and rheu- 
matic fever are related. This study was orig- 
inally submitted as a required paper for the 
course in senior medicine while the author was 
an undergraduate medical student; it was sub- 
sequently “polished up” and published during 
his internship. 

An example of pure clinical research requiring 
no equipment except the five senses of the ob- 
server was the observation and description of a 
new physical sign in infarction of the lung.? This 
study was done by a member of the senior staff, 
but it stimulated a member of the house staff 
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to review all the records on cases of pulmonary 
infarction in the hospital files.?# An exhibit was 
prepared and shown at the 1947 meeting of the 
American Medical Association.?> 


Another problem which started with pure 
clinical observation quickly demonstrated the 
need for a laboratory test for confirmation of 
a diagnosis. Observations made by a member 
of the senior staff suggested that some cases of 
abdominal pain might be due to pancreatitis; 
in suspected cases amylase tests on blood or 
urine were performed by an intern. The demon- 
stration of the value of the amylase test led to 
its inclusion among the routine procedures of 
the chemical laboratory. No original idea was 
proposed in this study, but cases of pancreatitis 
were diagnosed which would previously have 
been missed, and the unsuspected incidence of 
the disease in its mild form was called to the 
attention of students and staff. 


That a clinical research problem can grow into 
a long-range basic study is illustrated by the 
studies of a senior member of the staff initiated 
during his residency.* Purely clinical observa- 
tions led to a review of material in the path- 
ologic museum on tuberculosis of lymph nodes 
and to simple etiologic studies involving cultures 
and animal inoculations.** Additional chemical 
studies were done on the metabolic aspects of 
the disease.*» After consideration of the sub- 
stances which might possibly lead to the forma- 
tion of collections of epithelioid cells, the reac- 
tion to injections of purified lipid fractions of 
tubercle bacilli was studied, not only in patients 
with sarcoid, but in patients with tuberculosis 
and in normal individuals.“ This study has no 
immediate practical application, and is purely 
academic in the light of our present knowledge. 
Additional studies, done in collaboration with 
a house officer, dealt with the basic cellular re- 
sponse to materials from acid-fast bacilli and 
utilized lepromin antigen.“4 A similarity of the 
cellular response in tuberculoid leprosy and sar- 
coid was noted, and early and late cross reactions 
between Mycobacterium leprae and M. tuber- 
culosis were found. 


A series of studies on trichinosis illustrates the 
progression from a study of autopsy material 
through clinical observations in patients to basic 
research.’ A house officer from a clinical de- 
partment, working in the pathology laboratory 
in collaboration with a senior man in the clin- 
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ical department, demonstrated by the digestion 
of diaphragms a lower incidence of trichinosis 
than had been found elsewhere in the United 
States.54 To check the incidence of trichinosis 
suggested by this purely parasitologic study, a 
clinical study on positive skin reactions to 
trichinella antigen was undertaken.5» Since the 
incidence of positive trichinella tests among 
patients in tuberculosis sanatoria was unex- 
pectedly high, a series of animal experiments 
was undertaken by house officers and technicians 
to observe skin and serologic reactions in crossed 
tuberculous and trichinous infections.5° In ad- 
dition, biologic studies on the antigens of trich- 
inella were completed; attempts were made to 
pass antigens across the mucosa of the gut by 
feeding, and hence induce skin reactivity with- 
out infection.54 These and other experiments 
done on the production of positive skin reac- 
tions illustrate how a long-range study may be 
broken up into many small bits and pieces, each 
of which can be done by a different group of 
workers over a period of years. 


Another problem in clinical research led to 
the promulgation of a theory on which im- 
provements in the therapy of a severe disease, 
Rocky Mountain spotted fever, were based.° The 
study was initiated by observations made on 
patients in the course of their day-to-day care.® 
The intracellular position of the rickettsiae in 
the vascular endothelium suggested a possible 
mechanism for the circulatory changes and dis- 
turbances of fluid distribution. A theory was 
propounded to explain the harmful effects of 
fluids unadvisedly given. The effect of hyper- 
immune antiserum on the skin lesions was ob- 
served; modification of the rash as it developed 
was interpreted as a measure of the correction 
of alterations in the vascular tree.*© Proof that 
the volumes of extracellular fluid and circulating 
blood are altered was obtained in patients.®4 
The value of a high-protein diet in maintaining 
nitrogen balance and preventing circulatory 
changes was shown, and a sample diet was 
worked out in conjunction with dietitians. All 
of these separate studies were tied together and 
an improved approach to therapy was surm- 
marized. Another theory that an antigen- 
antibody reaction was the basic mechanism of 
the alteration in capillary permeability was tested 
in rabbits by the experimental induction of 
trichinosis, an extracellular infection, and serum 
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sickness, a disease due to a pure antigen-antibody 
reaction without actual infection.® 5 

The method by which a regularly scheduled 
period of laboratory training for interns can be 
utilized in the performance of clinical research 
is illustrated by studies on antibiotics.’ The 
value of in vitro tests for the susceptibility of 
infecting organisms to penicillin and streptomy- 
cin was demonstrated.” > The application of 
the data acquired in this fashion to the therapy 
of diseases such as subacute bacterial endo- 
carditis logically followed.’ 

Clinical research problems utilizing simple 
types of apparatus may be done as special prob- 
lems which are not part of the laboratory train- 
ing period. Employing physiologic technics as 
an aid in the diagnosis of disease, a junior 
student studied the relaxation of tendon reflexes 
in myxedema.** A simple physiologic apparatus 
was utilized by a junior and a senior student 
to determine the role of guanidine in the therapy 
of myasthenia gravis.8® Additional physiologic 
experiments evaluating a principle in therapy 
were made by house officers studying the effects 
of antireticulocytotoxic serum in patients with 
Hodgkin’s disease.8© That studies made solely 
at the bedside without special equipment can 
be useful in both diagnosis and therapy is shown 
by observations on meningococcemia.*4 Simple 
serologic technics can be used as an aid in prog- 
nosis; since the salicylates are known to affect 
the usually accepted test, the sedimentation rate, 
the Weltmann’s reaction was found superior as 
a prognostic test in rheumatic fever.8¢ Hema- 
tologic technics can be used, as in the genetic 
study of spherocytosis and erythrocyte fragility 
in four generations of the family of a patient 
with congenital hemolytic anemia.® 


Chemical studies of a delicate and compli- 
cated nature requiring more elaborate equipment 
can be used in clinical research with house offi- 
cers and technicians.? The studies on vitamin A 
levels and requirements in pregnancy furnish one 
illustration from a series of such experiments.% 
An improvement in therapy may follow the de- 
tailed analysis of such studies; for example, the 
usually accepted doses of niacin have been shown 
to be harmful in the treatment of cirrhosis. 


COMMENT 


The success of a program of clinical research 
in a hospital is dependent upon the attitude and 
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ability of the attending staff. Usually clinical 
research problems require little equipment be- 
yond the necessary minimum found in most 
hospitals. They rarely entail much expense, and 
many can be done on a budget of $25 or less. 
Pharmaceutical houses will furnish new drugs 
for clinical evaluation and old drugs for ap- 
praisal of a new idea in diagnosis or therapy; 
the patients are already available in the hospital. 

Once a problem is started, it should be pushed 
through to completion, and a report summariz- 
ing the results and giving conclusions should be 
written. If the results warrant it, a report of 
the research should be made at some medical 
meeting under the sponsorship of the department 
primarily concerned; the choice of a local, re- 
gional, or national meeting will depend on the 
importance and quality of the research. If the 
major part of the work has been done by a house 
officer or a student, he should read the paper 
and his expenses to the meeting should be paid. 
In this way he will receive recognition for his 
work and will be further stimulated by the 
other investigators he meets and talks with. The 
paper submitted for publication will probably 
have to be written by a senior staff member, 
but the young investigator should be encouraged 
to try his wings on the first draft by himself. If 
the publication of the article can be timed to 
coincide with the completion of his period of 
hospital training, it will help to increase the 
number of patients referred to him as he enters 
practice. 

Good clinical research can be done by under- 
graduate medical students. In some schools a 
report of work done on research problems may 
be submitted as part of the requirements for 
the B.S. degree in medicine. House officers, at 
either the intern or the resident level, can do 
good research alone, or in collaboration with 
students or with the senior staff. Undergraduate 
or postgraduate students should not be allowed 
to substitute a research project for a portion of 
their regular training; research should be done 
over and above regular class or hospital duties 
and should serve as a mark of distinction of 
the superior student or house officer. 

Failures are to be expected. Though the 
student has heard research emphasized in medi- 
cal school, most physicians have never tried a 
problem for themselves. The pitfalls in planning 
a Clinical research problem with adequate con- 
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trols and sufficient observations are rarely ap- 
preciated. Many physicians become discouraged 
and quickly decide that they are not cut out 
for research. On the other hand, many dis- 
cover hitherto unrecognized talents. Whether 
the end result is success or failure for the par- 
ticular project attempted, the investigator can 
hardly fail to develop some critical appreciation 
of the literature and to experience the mental 
satisfaction of knowing a little more about a 
small field than his fellows. The ability to 
evaluate critically research work done by others 
is of paramount importance since medicine re- 
quires continuous self-education through regular 
reading. 


Clinical research need not be done in a hos- 
pital connected with a medical school; the 
necessary facilities can be found, and the bene- 
fits can be reaped in any small community 
hospital. Some of the best clinical research 
has been done in private practice, as is illus- 
trated by Mackenzie’s classic studies on cardiac 
arrhythmia. The habits acquired in conducting 
a research problem will result in better day-to- 
day care of patients. The value of good medical 
records will be evident. It will be found that 
apparently adequate records may omit pertinent 
details in the history, physical examination, and 
progress notes and such omissions will be cor- 
rected in the future. As a result, the routine 
work of the hospital or the private physician will 
be better and more thoroughly done. 


SUMMARY 


Clinical research is a useful teaching tool. It 
may advance medical knowledge through a series 
of small studies of a purely practical nature or it 
may be fundamental and basic in character. The 
problems skould be individualized and set at 
the level of the student, house officer or senior 
staff member who is doing the work. Habits of 
observing, recording, thinking and reading crit- 
ically will be developed. The success of a pro- 
gram of clinical research in a hospital is de- 
pendent on the attitude and ability of the attend- 
ing staff. 

A hospital which develops a reputation for 
teaching and for the performance of good clin- 
ical research will find itself well repaid in the 
improved quality of applicants for places on its 
staff. The prestige of the individuals on the 
house or attending staff will be enhanced, the 
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care of patients will be improved, and the knowl- 
edge of medicine will be advanced. 
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DISCUSSION (Abstract) 


Dr. Douglas H. Sprunt, Memphis, Tenn.—Several 
years ago Dr. Albert Casey showed that more students 
failed state board examinations from schools where 
little or no research was done than from those schools 
with an extensive research program. 

I have only one quarrel with Dr. Harrell’s paper, in 
that after discussing the basic nature of clinical research 
he refers to the basic sciences, presumably the depart- 
ments of anatomy, physiology, pharmacology, bio- 
chemistry, and pathology. It is my belief that much 
would be gained in medicine if this false distinction 
between clinical and preclinical, basic and applied, animal 
experimentation and experiments on man, could be for- 
gotten. We are all biologists and whether the experi- 
ments are done on man or beast has little or anything 
to do with whether the work is sound or not. Intelli- 
gent work done on patients by the intern in medicine 
can reveal more basic information than the most high 
powered piece of non-intelligent work done in the basic 
sciences on animals. 

We all should also remember from Dr. Harrell’s speech 
that the intelligent teaching of the experimental methods 
on the wards not only advances medical knowledge, 
but also trains better physicians and raises the level of 
the care of the sick. 





I HAD A CASE* 


By Ju.tan P. Price, M.D. 


Florence, South Carolina 


Here was the story, in brief, as told by the 
excited mother: 

Florence, an eight-year-old colored girl, had been 
attacked by a “half-crazy” negro man. Her cries brought 
neighbors to the scene who found the man pouring 





*Read in Section on Pediatrics, Southern Medical Association, 
Forty-First 
24-26, 1947. 


Annual Meeting, Baltimore, Maryland, November 
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some dark colored fluid down her throat. In the excite- 
ment which followed, the bottle which held the liquid 
was lost. The girl soon complained of feeling badly, 
vomited, and dropped into a sleep which progressed 
into a stupor. Later she developed fever and began 
to have convulsions. The family physician saw her 
twelve hours after the attack, administered a hypo- 
dermic and advised immediate hospital care. 

As I looked at the child lying on the examining table 
I realized I was confronted with some severe type of 
poisoning, but nothing from my reading or from my 
past experience gave me any clue as to the type of 
poison involved. Nor did the physical examination 
give any help. The temperature was 103° F., the pulse 
and respiratory rate increased. There was no evidence 
of any burn in the mouth or throat, and the lungs 
showed no congestion. The leukocyte count was 13,450. 
The spinal fluid was under pressure, clear, with 169 
cells (all lymphocytes) per cu. mm. 

Here I was with a desperately ill child on my hands 
and with no idea as to the etiology of her condition or 
as to what medication might be of value. I administered 
sedatives and parenteral fluids, but to no avail. The 
girl fell into a deep coma, the temperature rose to 104° 
F., and she died forty-eight hours after she was admitted 
to the hospital. 

An autopsy was performed and the state toxicologist 
reported the presence of a considerable amount of 
nicotine sulphate in both the liver and stomach. It was 
obvious that the fluid which the negro man had forced 
down her throat was Black Leaf 40, a widely used in- 
secticide for plants, which contains 40 per cent nicotine. 

In short, this child died from nicotine poison- 
ing, a condition which I had never seen before 
nor concerning which could I find any informa- 
tion in the current medical literature. What I 
learned in this particular instance, I learned 
from the patient herself. 


I have described this rather dramatic and 
unusual case to serve as the text for what I 
have to say: that a large part of a physician’s 
education comes from a study of the individual 
cases which arise in his practice and particularly 
from those cases in which he is suddenly thrown 
upon his own resources to struggle with as best 
he can. And the lessons which he learns from 
these cases are just as valuable as are the lessons 
derived from the reading of books and journals 
and from the hearing of learned lectures. The 
Hebrew prophet, Isaiah, described religious edu- 
cation as a process of learning “line upon line, 
precept upon precept, here a little, there a little.” 
We might easily apply that to medical education, 
adding the single phrase, “case upon case.” 

It has seemed rather strange to me, however, 
that in meetings of this type we have not en- 
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couraged more of a sharing of our mutual ex- 
periences in this intrinsic part of our education. 
We describe the unusual conditions which we 
have seen, we present the study of a large 
series of cases of a given disease, we present 
the results of carefully worked out scientific 
experiments, and that is as it should be. But 
might we not be missing much in failing to 
devote at least part of our time to a discussion 
of the simple and yet fundamental lessons which 
each of us learns in our daily practice. 


With this thought in mind, I will describe 
briefly some of the lessons which I have learned 
from .my individual patients, with the hope 
that it will encourage others to do the same. 

A case seen on an obstetrical ward here in Baltimore 
during my fourth year in medical school taught me a 
lesson which has lasted through the years. While making 
rounds with a group of us students, the instructor 
paused at the bedside of a woman in the toils of a 
severe puerperal infection. It was in the year BS. 
(before sulfa) and intravenous dyes were in the ascend- 
ency. Turning to the resident, he said, “Give this woman 
some mercurochrome intravenously. Dr. Hugh Young 
claims great things for mercurochrome over in Brady, 
and we will see what it will do here.” 

Two days later, we again stopped at the bed of this 
woman. Picking up the chart, the instructor glanced at 
the temperature curve. The woman had been afebrile 
for twenty-four hours. 

“Tt worked,” he exclaimed. 

“What worked?” the resident asked. 

“The mercurochrome.” 

“The mercurochrome?” There was a quizzical look 
upon the face of the resident. “I am sorry, doctor,” he 
mumbled, “I forgot to give it.” 


The instructor took it in his stride. Turning to us, he 
remarked, “This may not have taught you men anything 
about mercurochrome but it should teach you a valuable 
lesson about jumping to conclusions.” It did. 

During the days of his formal education the 
medical student and young physician study, in 
a general sort of way, the effects of an overdose 
of the various commoner drugs. But it takes an 
actual case in his practice to make him realize 
fully what a severe toxic reaction really is. If 
one doubts the truth of this statement let him 
ask a fellow colleague to describe his feelings 
when he first saw a case of severe arsenical 
dermatitis develop in one of his private patients. 


A little six-weeks-old baby impressed upon me 
in a way which I will never forget the danger 
which lies latent in two widely used drugs. 
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The scene was the humble home of a tenant farmer, 
ten miles from town. The time, 1:00 a.m. on a cold 
winter night. My first look at the baby showed me 
that he was in a desperate condition. The lips were 
cyanotic, the breathing was shallow and feeble, punc- 
tuated by long periods of apnea. The pulse was slow 
and weak. When in the course of further examination 
I found pin-point pupils, I became suspicious and asked 
specific questions. Finally, the true story unfolded. 

Another physician had seen him two hours earlier. 
Finding him suffering from an upper respiratory infec- 
tion with nasal passages and throat filled with mucus, 
he reached into his bag, extracted a tablet and told 
the mother to dissolve it in six teaspoonsful of water, 
giving the baby one teaspoonful every four hours. 
Shortly after the first dose the baby became extremely 
drowsy and cyanotic. The physician could not be found, 
and I was called. 

What had happened was obvious. The other phy- 
sician, tired and sleepy at the end of a hard day’s work, 
had picked up the wrong bottle from his satchel and 
instead of giving a tablet of atropine had given a tablet 
of morphine. 

The baby was so ill that I expected any breath to 
be his last. Searching through my bag the only stim- 
ulant which I could find was a single ampule of caffein 
sodium benzoate. I injected two minims intravenously 
and began artificial respiration. For a brief period the 
baby seemed to rally, and then returned to his original 
condition. More caffein was given and artificial respira- 
tion continued. And so it went. By daybreak there was 
a definite change and I felt that the baby would live. 
As I left the house I told the father to bring the baby 
to the hospital if he showed any sign of relapse. 

Two hours later he arrived. The baby’s pulse was 
strong, his respirations rapid, and he was in convulsions. 
For the next few hours I was a close student of caffein 
poisoning, and rest assured that I did not use morphine 
as an antidote. 


An incidental lesson learned from this case was in the 
field of medical economics. The only recompense re- 
ceived from my efforts was to have the little boy en- 
cumbered with the middle name, Price. 

When a physician starts in practice he soon 
realizes the necessity for understanding the 
speech, the phraseology and the customs of his 
patients. And it is here that he truly learns, 
line upon line, case upon case. 


What pediatrician is there who has not been 
perplexed and then amused at the various 
troubles attributed to teething. What physician 
dealing with children who has not heard all 
types and forms of skin diseases and pruritis 
attributed to “an acid condition in the blood.” 

When I was in medical school and during my 
intern years I learned of thrush, a stomatitis 
caused by Monilia albicans. But when I went 
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into practice and talked with the parents of 
some of my babies, I discovered that it was 
really “the thrash,” and that there were two 
main varieties, “the white and the yellow 
thrash.” “The yellow thrash” was far more 
serious and if it went inward it might cause 
death. Furthermore, I found that in certain 
of the poor and illiterate it was considered a 
natural part of the baby’s growth, as evidenced 
by a young mother who recently said to me, 
“My mother is worried about this baby. He is 
four months old and has never had the thrash.” 
Further questioning also brought out the fact 
that the grandmother heartily disapproved of 
the mother’s failure to wipe out the baby’s 
mouth with boric acid water each time before 
nursing. 


A condition which evaded my understanding 
for years was the “hives.” Mothers would tell 
me of babies having this condition during the 
early days of life. At times it appeared to be a 
serious condition, and a woman told me in detail 
of the way in which “the hives went in” on her 
baby and killed her. 


A few months ago the mystery was solved. 
I was called to see a young infant in her home. 
The colored nurse in attendance met me at the 
door and told me that she thought the baby 
had “the hives,” and was afraid of what might 
happen. What I found was the splotchy ery- 
thematous rash frequently found in the early 
days of life; that, and nothing more. For a 
moment I was greatly disappointed. Surely 
there could be no connection between this be- 
nign and harmless rash and the dreaded “hives.” 
And then the light dawned. This splotchy rash 
was the only outward evidence of any ab- 
normality in the baby. Careful examination by 
a physician might show any of a number of 
severe conditions common to the newborn in- 
fant, but these were not apparent to the naked 
and untrained eye. Jumping to conclusions the 
ignorant and inexperienced might easily be led 
to believe that the cause of any sickness was at- 
tributable to the one physical sign which was 
evidenced, “the hives.” And this is what they 
had done. 


There are many superstitions which I have 
encountered, particularly among the colored ele- 
ment of our population, but lack of time will 
allow me to mention only a few. 
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“Tie two strands of hair together on top of the head 
and it will raise the palate and keep off colds.” 

“It is bad luck to cut a baby’s hair before he is one 
year old.” 

“Tie a bag of asafoetida or a coin around the neck 
and it will ward off colic.” 

“Don’t cut a baby’s fingernails before he is three 
months old or he will be a thief.” 

“To throw a baby’s wet diaper under the bed on 
which he is lying will bring bad luck.” 

A lesson which every physician dealing with 
children has to learn is the necessity for pro- 
tecting his patients against the ignorance of 
their parents. A little colored girl of twelve 
months brought this truth home to me in an 
emphatic way. 

When I first saw her she was suffering from an 
acutely inflamed throat. I prescribed a small bottle 
of a chocolate flavored sulfadiazine preparation and in- 
structed the mother as to the method of giving the 
medicine. A few days passed and she did not return so 
I presumed that she was well. Four weeks later her 
mother brought her to my office. The little girl was 
practically pulseless, her conjunctivae were white, and 
her hemoglobin was below ten. The leukocyte count 
was less than 200 per cubic mm. Before we could even 
type her for transfusion, she was dead. 


On questioning, the mother stated that the “chocolate 
tonic” had done the child so much good that she had 
had it refilled three times and had kept on giving it in 
small doses cach day. She had noted that the child 
was becoming rather weak but had paid no real atten- 
tion to her condition until the day she brought the 
child back to my office. 


Here was a child who had died a sulfadiazine 
death. The fault was primarily that of the 
druggist who refilled the prescription, and I 
so told him. But death in this case was also 
due to the ignorance of a woman who did not 
know the potency of the drug which she was 
using and did not recognize the symptoms of 
impending disaster. 


From the case of this little colored girl, I 
learned two lessons: first, to write “Non Rep” 
on all prescriptions containing any of the sulfon- 
amides. This will usually stop the most un- 
scrupulous druggist. Second, to take that extra 
minute to caution the parents against the con- 
tinued use of any drug and to mention the 
danger signals of poisoning if the prescribed 
drug is a potent one. 

The psychologist tells us that experiences 
encountered in early life play a dominant role 
in the fears and anxieties of later years. Upon 
this basis, the case of Robert is probably re- 
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sponsible for the wave of apprehension which 
comes over me every time I see a child at play 
with a pointed object in the mouth. 

Robert, aged 6, was my patient during the neo-natal 
days of my pediatric practice. While playing he fell 
with a stick in his mouth which ruptured the soft tissues 
medial to the left upper molar. The stick was pulled 
out but not all of it was removed. Here was the sub- 
sequent course of events: localized abscess of the cheek 
(which when incised, discharged pus and a small piece 
of the stick), osteomyelitis of the maxilla, perforation 
of the abscess into the auditory canal, direct extension 
of the infectious process through the middle ear into 
the brain, abscess of the brain, destruction of optic 
nerves at the chiasma, and destruction of the pituitary 
stalk. Needless to say he was subjected to several 
operative procedures. Dr. Walter Dandy examined him 
eighteen months after the initial injury and agreed that 
the course of events as described was probably correct. 


The last time I saw Robert he was ten years of age. 
Weighing well over two hundred pounds, he was com- 
pletely blind and showed evidence of partial spastic 
paralysis of the right arm and right leg and a slight 
lagging of the right facial muscles. And all because he 
fell with a stick in his mouth. 

One lesson which some physicians learn early 
and a few never seem to learn at all is that of 
appreciating and understanding the feelings and 
emotions of a man or a woman whose child is 
seriously ill. It is a lesson which every practic- 
ing physician needs to have brought home to 
him again and again. The most vivid experience 
which I had in this connection was in the person 
of one of my own children. She was feverish and 
fretful from an acute tonsillitis and in an effort 
to quiet her I was holding her in my arms in a 
rocking chair. Suddenly she went into a con- 
vulsion. I had seen convulsions before, I had 
dealt with them in what I thought was a sympa- 
thetic manner—but an entirely new sensation 
swept over me as I saw my own little girl the 
victim of a convulsive seizure. It gave me an 
insight into the heart of a worried parent which I 
will never forget. 

A lesson which is much needed but little 
taught in our medical schools is the place of the 
family physician in the art and science of 
medical practice. It was my privilege, and I 
would like to emphasize the word privilege, to 
receive such a lesson soon after I began the 
practice of medicine. 


An older general practitioner from a neighboring town 
brought a child to the hospital and asked that I take 
charge of the case. The little girl was suffering from 
an exceptionally severe acute laryngo-tracheo-bronchitis. 
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As we examined the patient and discussed the situation 
I was struck with his knowledge and judgment. Here 
was a man who was as well informed as to the disease 
as I, I who had recently completed a residency in 
pediatrics and thought I was an authority. 

We gave diphtheria antitoxin, we filled the room with 
steam, we had a tracheotomy performed, we did all that 
we knew to do, but soon realized we were fighting a 
losing battle. (This case was also before the era of sulfa 
and penicillin). 

As the hours passed, relatives and friends gathered 
in the lobby of the hospital. Came midnight and I had 
thoughts of going to bed, but the general practitioner 
gave no indication of leaving. Finally, he turned to me 
and said, “Go on home and get some sleep. I know 
everything has been done that can be done and I 
appreciate it. But I think I will stay here with the 
family. You see, they are old friends of mine. I 
brought this little girl’s mother into the world and I 
brought her. She is sort of a grandchild to me.” 

Thanking him for his suggestion, I told him I would 
stay. 

Throughout the long night hours we sat and watched. 
At intervals the family physician would walk to the bed, 
feel the child’s pulse, place a hand upon the mother’s 
or father’s shoulder, and then slip out to speak to the 
relatives and friends. Soon after daybreak, the little 
patient died and as she breathed her last, the family 
physician stood beside her parents in the role of com- 
forter and friend. 


The scene which I have described and others 
which I have witnessed through the years have 
taught me the truth of William Osler’s observa- 
tion that 
“a well-trained sensible family doctor is one of the most 
valuable assets to a community . . . Few men live lives 
of more devoted service.” 

And I might add, few men make more loyal 
friends. 


The modern specialist with his corps of assist- 
ants and well equipped office, would profit much 
by observing the art of medicine as practiced by 
the family physician. It is upon the shoulders 
of the family physician to a large extent, that 
the American way of practicing medicine has 
been established; and it is because of his work, 
his interest in and his service to those entrusted 
to his care, that the American physician still 
holds a place of esteem in the hearts of his 
private patients. Drive the family physician 
from the scene and not only the medical pro- 
fession but the American people will be the 
loser. 


It is obvious that what I have presented in 


this paper is nothing new. There are many in 
this audience who, from their greater experience, 
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could have discussed the subject far better than 
I. But it seemed to me that it would be profit- 
able, to myself at least and perhaps to others, to 
go back in memory and to pick out some of the 
simple and yet fundamental lessons which I 
have learned from my individual cases. 





DISCUSSION (Abstract) 


Dr. T. Terry Burger, Baltimore, Md—Those of us 
who remained, fortunately or unfortunately, as the 
pediatric Home Guard during the war, gained a number 
of valuable lessons, among which is the fact that in 
various sections of the country procedures are different. 


A mother who was forced to leave this city to go 
to a distant place, called me by long distance on what 
seemed to me a rather trifling point. Her baby who 
because of a casual attitude toward food had b2en 
automatically placed on three meals a day, was ex- 
amined by a physician in her new home. He was 
startled by the fact that the baby had been put on 
three meals per day and insisted that they go back to 
five feedings a day. 

That was rather unimportant, it seemed to me, but 
it had worried the mother to the extent that she had 
felt it necessary to make a long distance call to find 
out what to do. There was only one answer, ob- 
viously; I told her that her only course was to follow 
the instructions of the physician then in charge of the 
baby. 

I think that if he had gone into the situation a little 
more completely and carefully, he would have arrived 
at the conclusion that we had previously come upon, 
that it was better for that child to be on three meals a 
day. 

Many times we do things because they have been 
done repeatedly in the past and they come to our 
attention as the correct method of approach. Our ideas 
should be exchanged more frequently. 





CLINICAL PATHOLOGY OF DIABETES IN 
YOUNG PATIENTS* 


By Priscitta Wuite, M.D. 
and 
ELEANOR Waskow, M.D. 
Boston, Massachusetts 


Since survival of young diabetics was almost 
impossible prior to 1922, each decade of time 
since that date has revealed clinical and path- 
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ological consequences of diabetes which were 
unknown previously. The purpose of this dis- 
cussion, therefore, is, first, to summarize the 
clinical significance of pancreas pathology; sec- 
ond, to describe the clinical pathology of four 
periods, pre-insulin, early, mid and late insulin 
eras; and third, to state the foremost problem in 
juvenile diabetes as a challenge to pathologists, 
physiologists and clinicians. 


Pathology of the Pancreas—The growth and 
development of the pancreas parallel periods of 
resistance and susceptibility to diabetes. Rapid 


growth of the islets, proportionate to the pan-- 


creas and the body as a whole occurs in the first 
two years of life where diabetes incidence is low. 
From four to twelve, where diabetes susceptibility 
increases, the rate of growth of islets is about 
one-half that of the total pancreas and the body 
as a whole, but in adolescence, when diabetes 
incidence falls again, the rate of islet and pan- 
creas growth is the same. 


In addition to the insulinogenic function of the 
beta cells, the possible function of the alpha cells, 
namely, secretion of a lipolytic hormone, 
lipocaic, is of importance to the juvenile diabetic. 

Of the 40 juvenile diabetics (defined as any 
patient in whom the onset of the disease oc- 
curred at 15 years of age or under) studied by 
Shields Warren, small size of the pancreas 
characterized 50 per cent, and few islets 20 per 
cent, lymphocytic infiltration, hydropic degenera- 
tion, and sclerosis 12 per cent each, hyaline de- 
generation 10 per cent, small islets 8 per cent, 
and pyknotic nuclei 2.5 per cent. 

Encouraging for eventual prognosis of dia- 
betes is the fact that regeneration as well as de- 
generation is distinctive of the diabetic pancreas. 
Unfortunately for the patient, degeneration is the 
accelerated and regeneration the retarded process. 
Islet degeneration is caused experimentally by 
(1) anterior pituitary extract; (2) alloxan; (3) 
glucose; and (4) hemosiderin, so that the an- 
terior pituitary, uric acid, carbohydrate and iron 
in excess may be implicated in the etiology of 
diabetes. The islets are protected by undernutri- 
tion, low carbohydrate, phloridzin, and/or all 
conditions lowering blood sugar suggesting that 
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islet rest rather than stimulation has a beneficial 
effect upon the disease. 


CLINICAL PATHOLOGY OF THE 
PREINSULIN ERA 


Prior to 1922, subsequent to an acute onset 
and virulent course, death from diabetic coma 
terminated nearly all juvenile diabetics within 
a few months of recognition of the disease. The 
pathology of this period, therefore, is that of 
acidosis. The positive findings include cerebral 
capillary dilatation, perivascular edema, degen- 
eration of the cells of the central nervous system, 
and toxic tubular nephritis. Tissue pathology 
may be accounted for more by acidosis, dehy- 
dration, hemo-concentration and cerebral anoxia 
than by positive histologic findings. The tissue 
pathology distinctive of a few patients was 
lipoid histiocytosis of the reticulo-endothelial 
system. Characteristically the liver was large 
and fatty infiltration was present. 


The clinical period from 1922 to 1930 was 
characterized by partial but inadequate control 
of diabetes which resulted from the timid use of 
a new therapeutic agent, insulin. Undernutrition 
employed in the treatment of juvenile diabetes 
was followed by retardation of growth in stature 
and development in spite of the fact that 
superiority of growth and development character- 
ized diabetic children at the onset of their disease. 


The pathological evidence of abnormal carbo- 
hydrate and fat metabolism was of chief interest 
to the pathologist for in this period (from 1922 
to 1930) he examined almost exclusively the 
tissues of patients in whom the duration of the 
disease was short. In Shields Warren’s series 90 
per cent had survived less than two years. Re- 
versal of the carbohydrate-fat relationship was 
characteristic. Glycogen was depleted from tissue 
normally storing it and deposited in tissues where 
storage was abnormal. Fat was depleted from 
tissues normally storing it and deposited in 
tissues where storage was abnormal. Glycogen 
depletion occurred in skin, muscle and cytoplasm 
of liver cells and it was deposited in excess in 
the renal convoluted tubules and Henle’s loops 
and liver cell nuclei. Fat normally deposited in 
nerve tissue was depleted and deposited in the 
liver. 


Thirty per cent (18) of the patients examined 
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whose diabetes was of less than two years dura- 
tion had arteriosclerosis. 

The mid-insulin era, 1931 to 1939, was char- 
acterized clinically by the frequency of infections, 
notably tuberculosis, carbuncles, perirectal ab- 
scesses, pyelonephritis, perinephritic abscesses, 
cortical abscesses and, subsequently, septicemia 
and pyemia. The pathology of this period was 
that of profound sepsis. Whereas the explanation 
of the diabetic’s loss of resistance to infections is 
one of our unsolved problems, the practical need 
for solution is not so great today as it was. The 
advent of chemotherapy has altered the outlook 
for these patients. 


During this period, 1931 to 1939, the endocrine 
system received special study, for diabetes was 
produced experimentally by (1) anterior 
pituitary extract, (2) adrenal cortical extract; 
and, later, by estrogen and thyroid. The diabeto- 
genic action of anterior pituitary is islet destruc- 
tion; of adrenal cortical extract, gluconeogenesis; 
and, that of thyroid and estrogen is not too well 
understood. Presumptive evidence of hyper- 
activity of the pituitary is suggested by the 
physical and chemical appraisal of the diabetic 
child at onset of the disease, as follows: stature, 
bone and dental development are advanced, as 
well as the time of appearance of body hirsutism 
and secondary sex characteristics. The basal 
metabolism, serum follicle stimulating hormone 
and urinary 17-ketosteroids are elevated. The 
pituitary, adrenal, thyroid and parathyroid in 
long and short duration cases are reported as 
normal in weight and structure. The gonads are 
frequently atrophic. 

In this period, all juveniles surviving more 
than two years showed arteriosclerosis. 


The late insulin era, 1940 to 1947, is char- 
acterized clinically by retinopathy and nephrop- 
athy and widespread vascular diseases. Painful 
dying from vascular kidney failure, and ex- 
hausted living with total vascular disease is the 
unhappy status of too many of our young dia- 
betics in whom the duration of the disease is 
long. 


In order to determine, in so far as it is pos- 
sible, the relationship of diabetes to vascular 
disease in childhood cases, 350 of our juvenile 
diabetics, (patients whose onset of diabetes 
occurred at 15 years of age and under) who had 
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survived twenty or more years of diabetes were 
reviewed. 

The frequency of the vascular lesions was 
great and the manifestations in the individual 
patient were multiple. Two hundred of the 350 
cases were considered suitable for this report 
because they were studied after 20 years or were 
known to have had the lesions prior to the 
twentieth year of diabetes. 

These patients designated as juveniles are 
actually young adults, 190 or 95 per cent be- 
tween the ages of 20 and 39 years. Ten or 5 
per cent exceeded age 40. All were white, the sex 
distribution was even, and 8 per cent were 
Jewish, all typical of our entire juvenile popula- 
tion. The peak of age at onset was younger by 
seven years than it is in our entire juvenile series, 
namely: at 5 years of age compared with 12 of 
all patients. 

The total incidence of vascular disease was 
demonstrated in 184 cases or 92 per cent. Their 
vascular lesions are shown in Table 1. 

Retinal sclerosis, noted in 85 per cent was the 
most frequent lesion. Its importance as an index 
of total vascular disease, especially cerebro- 
vascular disease and renal disease, cannot be 
over-emphasized. The lesions may be silent 
clinically for a long period of time but eventually 
may lead to thrombotic occlusions. 


Deep retinal hemorrhages were the second 
more frequent lesions, occurring in 80 per cent. 
Retinal hemorrhages occurred only in eyes show- 
ing retinal arteriosclerosis, but occurred among 
patients free from albumin and hypertension. 
The evidence of disturbed venous and capillary 
circulation was more striking than that of dis- 
turbed arterial circulation. Dilated veins and 
capillary micro-aneurysms were common. Ret- 
inal hemorrhages may be reversible but their 
alarming progression into retinitis proliferans is 


























Per Cent 
Cerebrovascular — a 2.5 
Coronary insufficiency ——s 
Ear ne eevee rae . 40 
Nephritis pistes manta baa elena 50 
Calcified arteries 75 
Retinal hemorrhages ae 
Retinal sclerosis 85 
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the outstanding ocular danger in young dia- 
betics. In June, 1947, six per cent of this series 
of patients had retinitis proliferans. In August, 
the known incidence was 17.0 per cent. Near or 
total blindness was reported in 15 per cent of 
the 200 cases. Contraction of the dense scar may 
cause detachment of the retina; the capillary 
transudate may terminate in hemorrhagic glau- 
coma requiring enucleation for pain. Increased 
capillary fragility was common in these patients; 
it occurred in fifteen of twenty-three cases 
studied. Retinal hemorrhages were observed in 
thirteen of fifteen cases whose indices were ele- 
vated and in three of the eight whose indices 
were normal. 


Calcified arteries, demonstrated by x-ray in 
75 per cent, appeared first in areas of lowest 
vascular reserve, namely: in the vessels of the 
lower leg, the tibials, the popliteal, and the 
femoral, and subsequently in the iliacs and ab- 
dominal aorta. Rarely the splenic and renal 
were calcified. Calcification of the radiol, rarely 
sought, was an accidental finding eight times. 
No plaques have been demonstrated in the arch 
of the aorta though commonly seen in the older 
diabetic. Absent dorsalis pedis pulsation has 
been noted in a few, but none of these patente 
has developed gangrene. 


Calcification of iliacs was sought in 94 pa- 
tients, of whom 79 were x-rayed after 15 years of 
diabetes. Forty-four per cent of the males and 
fifty per cent of the females demonstrated 
calcification. Presumptive involvement of the 
ovarian and uterine arteries, the first vessels in 
the normal woman to be sclerosed, is inferred. 
Their implication in diabetic pregnancies may be 
important, leading to intra-uterine fetal death 
and premature delivery. The fetal survival 
among thirty pregnant diabetic women who had 
calcified pelvic arteries was ten per cent. In a 
small group of sixteen patients who received 
modern hormonal care the fetal survival rose to 
19 per cent. 


Nephritis —Diabetic nephritis, the fourth vas- 
cular complication in frequency, is the first in 
clinical importance as a cause of morbidity and 
of mortality. The clinical and pathological pic- 


ture of diabetic nephritis is becoming clearer. At 
first the relationship appeared an accidental one. 
Soon pathologists began to report an increasing 
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number of cases in which arterio and arteriolar 
sclerosis was observed. Root and Sharkey pointed 
out the clinical and pathologic frequency in 
diabetes. In 1936, Kimmelsteel and Wilson 
described diabetic glomerulosclerosis. Since’ 1940, 
every diabetic child in our clinic who has sur- 
vived 15 years of diabetes and has then come to 
autopsy has shown this lesion with or without 
pyelonephritis. The clinical picture is that of the 
nephrotic stage of chronic glomerular nephritis. 

Coronary insufficiency known in 16 cases (8 
per cent) was remarkable for female preponder- 
ance, namely, in 9 of the 16 cases, and for the 
unusual causes for clinical manifestations such as 
pregnancy. Cerebrovascular accidents were re- 
markable only for their early age of appearance. 

Although Shields Warren finds evidence of 
vascular disease at an age as young as 12 years 
and in diabetes with duration less than one year, 
the clinical manifestations are few under 10 years 
duration. Retinal arteriosclerosis, retinal hem- 
orrhage and calcified arteries occurred in 3, 3, 3 
per cent each and nephritis in 1.5 per cent of 
the cases. After 15 years of diabetes the in- 
cidences were 50, 45, 40 and 30 respectively and 
after 20 years 85, 80, 75 and 50 respectively. 

Under age twenty the incidence of retinal 
arteriosclerosis, hemorrhage, calcified arteries and 
nephritis were 8, 2, 5 and 1 per cent respectively. 
After 20 years of diabetes they were 60, 50, 50 
and 30 per cent respectively. 

These patients have not had modern diabetic 
treatment for 50 per cent of their lives. Com- 
pared with our present dietary prescriptions, 80 
per cent of these patients received undernutrition 
therapy during their growth. Eventual stunting 
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in stature was characteristic of 65 per cent of the 
boys and 30 per cent of the girls. Obesity char- 
acterized 45 per cent of the girls; 70 per cent of 
the boys were normal or above weight. Retarda- 
tion of growth in stature compensated for the low 
caloric diets. 


In addition to inadequate calories, protein, 
vitamins, and minerals, these patients received 
inadequate insulin therapy, first because of timid 
use, and second because the more efficient long 
acting insulins were not available until 1935. All 
of these patients had severe diabetes. The en- 
docrine status appeared normal. Adrenal func- 
tion measured by 17-ketosteroid was normal in 
three, subnormal in three, and basal metabolic 
rates tended to be elevated in 67 of these pa- 
tients studied with metabolism tests. One pa- 
tient’s metabolism was minus 32. Follicle stim- 
ulating hormone was elevated in 12, normal in 2, 
and showed no reaction in 3 c. c. of serum in 20. 
Forty-one per cent of the males, and 75 per cent 
of the females were known to be fertile. Calcium 
and phosphorus ratios were normal. Liver func- 
tion was normal in 12 after 20 years of diabetes 
as indicated by tests for serum bilirubin, colloidal 
gold, thymol turbidity and cephalin flocculation. 


Control of Diabetes—tIn order to determine 
whether or not active diabetes influenced vascular 
disease, the frequency and severity of diabetic 
coma, extreme hyperglycemia, hypercholesterol- 








PAST TREATMENT AND DURATION OF DIABETES 























Onset 5 Year 10 Year 15 Year 20 Year 
Cases Cases ‘ases Cases 
Percent Percent Percent Percent Percent 
A. Undernutrition 
(during active 
growth 
Males —. 80 85 85 
Females . 75 100 100 
B. Underweight 
Males _. 55 30 10 20 20 
Females . 45 20 5 15 5 
C. Underheight 
Males -. 10 45 50 65 65 
Females . 0 20 30 45 30 
D. Suboptimal 
insulin 
Males —. 85 75 66 
Females . 75 65 75 
Table 3 
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emia and hepatomegaly were sought. For this 
analysis the population was divided into three 
groups as follows: first, unaffected or nearly 
so; second, moderately affected; and third, in- 
capacitated by vascular disease. Group one con- 
sisted of 28 cases absolutely free from arterio- 
sclerosis or with slight retinal sclerosis only. 
Group two consisted of 114 cases with calcinosis 
without clinical signs of vascular disease and 
those who had minimal signs, such as one or 
two retinal hemorrhages, transitory albuminuria, 
transitory hypertension; and group three con- 
sisted of 50 patients who were incapacitated with 
nephritis, angina, retinitis proliferans or cerebro- 
vascular accidents. 


(a) Coma.—The most striking difference was 
in the frequency of coma which was known in 
only 17 per cent of the unaffected group; 38 
per cent of those moderately affected and in 74 
per cent of those who were incapacitated. 


(b) Hyperglycemia.—Hyperglycemia, defined 
here as severe if it exceeded 400 mg., was known 
in 28 per cent of the unaffected group compared 
with 50 per cent of the moderately affected and 
54 per cent of those who were incapacitated. 


(c) Hypercholesterolemia.—Hypercholesterol- 
emia (230 mg.) was known in 25 per cent of the 
unaffected, 54 per cent of the moderately af- 
fected and 47 per cent of those who were in- 
capacitated. 


(d) Hepatomegaly.—Hepatomegaly was not 
observed in the unaffected group but was ob- 
served in the 22 per cent of the moderately 
affected and in 36 per cent of those who were 
incapacitated. 

Among these patients, inactive, controlled dia- 
betes characterized the unaffected group, and 
active, uncontrolled diabetes characterized those 
who were moderately, or markedly affected. Age 
and duration of diabetes were essentially the 
same in the three. 


There is much in the literature today to the 
effect that controlled diabetics develop vascular 
disease as readily as uncontrolled. That thought 
must be challenged. With our present form of 
insulin, an imperfect corrective agent, no severe 
diabetic is continuously perfectly controlled. 


All of these patients survived the early, mid, 
and late insulin eras. A few survived, in addi- 
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tion, the pre-insulin era and have therefore had 
periods of profound disturbance of fat metab- 
olism, glycogen depletion and sepsis prior to the 
recognition of their vascular disease. 


Final Termination.—The final termination of 
vascular disease, manifested as a cause of death 
in 28 fatal cases, was as follows: nephritis 13, 
heart disease 5, unknown 3, central nervous sys- 
tem disease 2, coma, septicemia, tuberculosis 
accident and cancer, one each. Of the fatal 
cases, 20 were males and 8 females. 


Of the four types of arteriosclerosis, three 
have been demonstrated in diabetes, namely: 
atherosclerosis, medial sclerosis and arteriolar 
sclerosis. Actually it makes little difference, 
because all lead in the diabetic to occlusive 
vascular disease. 


Since only three of these cases have been au- 
topsied at the Deaconess, we turn to the entire 
post-insulin group to find the relative frequency 
of the lesions. The clinical and pathologic 
findings parallel each other closely. The total 
incidence was higher. Coronary involvement 
occurred in 70 per cent compared with 8 per cent 
clinically. 


DIABETES COMPARED WITH OTHER DISEASES 
ASSOCIATED WITH ARTERIOSCLEROSIS 
IN THE YOUNG 


Arteriosclerosis is found in young individuals 
in five types of diseases, namely: (1) endocrine, 
(2) chemical, (3) allergic, (4) infectious and 
(5) endo-toxic. The endocrine disturbances in- 
clude myxedema, hypogonadism, hyperpara- 
thyroidism, basophilism, pleochromocytoma, hy- 
peradrenocorticalism. The chemical disturbances 








CONTROL OF DIABETES AND VASCULAR DISEASE 
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include renal rickets and hyperparathyroidism. 
Hypersensitivity is exemplified by periarteritis 
nodosa. Luetic arteritis progresses into general 
arteriosclerosis. Pyogenic and tuberculous ar- 
teritis progress into local arteriosclerosis. Finally, 
essential hypertension is probably followed by 
arteriosclerosis. Patterns similar to the processes 
found in three of these diseases can be demon- 
strated in diabetes, namely: acidosis, endocrine 
imbalance, cutaneous and urinary tract infec- 
tions. Hypersensitivity and endotoxic agents 
have not been demonstrated. 


EXPERIMENTAL PRODUCTION OF ARTERIOSCLEROSIS 
AND DIABETES 


Experimentalists have produced arteriosclerosis 
largely by altering: (1) nutrition, (2) endocrine 
balance and (3) through toxins. Undernutrition, 
stunting growth, produces calcification; choles- 
terol feeding produces aortic and coronary ather- 
osis and vitamin D calcification. Desoxycorti- 
costerone and sodium chloride, (Selye) epineph- 
rin and cortical extracts (Raab), and anterior 
pituitary extract (Lukens) have produced neph- 
rosclerosis, arteriosclerosis and_intercapillary 
glomerulosclerosis respectively. Toxins, chemical 
and bacterial, have induced characteristic 
sclerosis. 


The clinical counterpart of these experiments 
in the diabetic is suggested as follows: first, 
arteriosclerosis occurred frequently and at an 
early age in diabetic dwarfs; second, hyper- 
cholesterolemia occurred in 50 per cent of the 
patients who had arteriosclerosis; and third, in- 
creased titres for follicle stimulating hormone 
and increased excretion of 17-ketosteroids have 
been demonstrated at the onset of diabetes; and 
fourth, tuberculosis occurred in 6 per cent, pye- 
lonephritis in 13 per cent and cutaneous in- 
fections in 30 per cent of the 20-year patients in 
this series. 


Mechanism.—Possible mechanisms for the 
production of arteriosclerosis in diabetes include 
hemorrhage, altered diffusion, disturbed hydro- 
static pressure, vasospasm, hypotonia, or anoxia. 
To these must be added the possibility of the 
inheritance of a poor vascular system. Initial 
injury is presupposed; and excess of cholesterol, 
or excess of calcium could then favor athero- 
or calcific lesions. 
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The inheritance of a poor vascular system, 
perhaps gene-linked with diabetes, is a definite 
possibility. Root has shown a high incidence of 
familial vascular lesions. Similar twins, Cases 
4768 and 6208, in this series duplicated each 
other in time of appearance, types of lesions and 
termination from their vascular disease. Calci- 
fied arteries, retinitis proliferans, nephritis and 
cardiorenal deaths occurred almost simultaneous- 
ly. Genes, however, do not act im vacuo and we 
must therefore still consider the factors which 
permit their expression and consequently their 
control or prevention. 


Investigations Suggested—A program for 
actual prevention of sclerosis must include re- 
versal of the early diabetic or the prediabetic 
state. The first necessitates the discovery of an 
insulogenic agent; the second, such an agent 
and a test for prediction of diabetes, perhaps the 
combination of glucose tolerance, endocrine bal- 
ance and serum phosphorus. 


The second really great advance would be an 
ideal insulin available when tissue sugar con- 
centration is high. 


An immediate program for prevention could be 
as follows: (1) improved diabetic management 
including optimal nutrition with protein high and 
vitamins liberal, adequate insulin and main- 
tenance of the inactive diabetic state (a Joslin 
dictum since 1898); (2) education of the pa- 
tient; (3) psychiatric handling through psychi- 
atric social workers; (4) correction of ab- 
normalities such as infection and endocrine dis- 
turbances; and (5) application of the findings of 
the experimentalists such as the use of choline, 
lipocaic, ammonium chloride. 


CONCLUSIONS 


(1) A pancreas small in size, with few islets, 
characterizes the young diabetic. Profound dis- 
turbance of fat metabolism and acidosis was 
distinctive of the pre-insulin era. Reversal of 
carbohydrate-fat relationship occurred in the 
early insulin era; sepsis in the mid era. Today 
vascular disease is the chief pathological com- 
plication of the young diabetic. 


(2) Whereas 8 per cent of 200 survivors were 
free from vascular lesions, 92 per cent had them. 
(3) These statistics are the worst possible 
because they did not have modern diabetic 
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therapy for 50 per cent of their diabetic lives. 
And, unfortunately, comparison of patients 
treated with modern methods cannot be made 
until 1950, for it requires 15 years of diabetes 
for vascular lesions to become manifest to the 
clinician. Protamine zinc insulin was _intro- 
duced into this country in 1935. 

(4) Poor control of diabetes paralleled the 
severity and frequency of the lesion. 


(5) In spite of the handicap, achievements 
were many, including personal, scholastic, pro- 
fessional, and artistic. 

(6) In addition to aggressive treatment of 
diabetes, other measures must also be sought to 
protect the next generation from the destructive 
ravages of vascular disease. 


(7) Three of the four chief causes of death in 
the diabetic child have been solved, namely: 
coma by insulin in 1922; tuberculosis by early 
diagnosis and aggressive treatment in 1930; 
and sepsis by chemotherapy. 

(8) In the investigation of this problem the 
pathologist could render invaluable service, either 
clinically or experimentally, by including the 
vein and the capillary in his studies, in addition 
to the artery, especially of the retina and the 
kidney, for vascular disease must not be con- 
sidered inevitable but a challenge for future 
solution. 





CANCER OF THE STOMACH: 
A STATISTICAL STUDY* 


By Maurice FELDMAN, M.D. 
and 
SAMUEL Morrison, M.D. 
Baltimore, Maryland 


In recent years there has been considerable 
impetus in the surgical treatment of cancer of 
the stomach. This statistical study of 91 cases 
of gastric carcinoma was made to determine its 
life cycle following non-surgical and surgical 
treatment. Observations on the following phases 
of gastric cancer were made: sex and age, dura- 
tion of symptoms, the predominant signs and 
symptoms, and the follow-up examination. 





*Read in Section on Gastroenterology, Southern Medical Associa- 
tion, — Annual Meeting, Baltimore, Maryland, November 
24-26, 1947. 
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Sex and Age.—In this series of 91 cases, there 
were 68 males and 23 females, a ratio of 3 
males to 1 female. The ages ranged between the 
fifth and ninth decades (Table 1). 

The age at the onset of the digestive symp- 
toms ranged between 30 and 85 years. It is 
interesting to note that the age of the onset of 
symptoms in many instances preceded the de- 
tection of the cancerous lesion by many months 
or years (Table 1). 


Duration of Symptoms.—The duration of the 
digestive symptoms in this series ranged from 
one week to 15 years. Table 2 presents the 
time of duration of symptoms prior to the ex- 
amination and diagnosis of carcinoma of the 
stomach. Emphasis must be placed upon the 
lapse of time between the onset of digestive 
symptoms and the time of diagnosis. One-third 
of the cases presented digestive symptoms for 
more than one year before the diagnosis had 
been made. 


Symptoms and Signs.---The predominant 
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Location of the Lesion —The location of the 
carcinomatous lesion was determined by the 
site of the deformity of the stomach as observed 
roentgenologically, at operation, or autopsy. The 
location of the growth is shown in Table 4. In 
almost half of the cases the growth involved the 
pylorus; in over one-third the cardia of the 
stomach was affected. The involvement of the 
body of the stomach alone comprised 12 cases, 
and the entire stomach 10 cases. 


Length of Time of Follow-Up—Of the 91 
patients, we were able to follow 57 who were 
observed for a period of from 1 week to 4 years. 
These were divided into non-operative cases and 
cases which were operated upon. There were 
28 non-operative cases, all of which subsequently 
died. In 6 cases the diagnosis was confirmed by 
autopsy (Table 5). 








DURATION OF DIGESTIVE SYMPTOMS PRIOR 
TO DIAGNOSIS OF CANCER 















































i i z Males Females Total 
symptoms and signs in the 91 cases of gastric a ea ei 8 5 13 
cancer are shown in Table 3. Ina large percent- 4 ., 6 months... 16 5 21 
age of cases, loss of weight, pain, vomiting, ob- ; to 9 months... —S—sSS 3 8 
struction, and a palpable mass were found. 10 to 12 months... 18 6 24 
Occult blood occurred in all of the cases. How- 11 to 3 years 0 13 
ever, in 3 instances there was evidence of mas- 4 to 6 years... 3 0 3 
sive gastric hemorrhage. In 38 of the 91 cases 7 to 9 years... 1 2 
in which a gastric analysis was made, 80 per 10 to !2 years..______2 1 3 
cent showed an achylia or low acid. Of par- '5 t !5 years—_-------__2 2 4 
ticular interest, though not unusual, was the wan - - - 
presence of a high gastric acidity in 6 cases. 
Table 2 
AGE AND SEX WHEN FIRST SEEN | AGE OF ONSET OF 
| SYMPTOMS SYMPTOMS AND SIGNS 
Males Females Males Females Males Females Total 
0-35 yas . e Loss of weight 50 15 65 
SE TE. ome , . Pain 43 15 58 
40-45 years 4 1 5 2 Vomitirig 22 8 30 
46-50 years .... 8 1 9 2 ee 1 5 26 
TE me : ~ : Difficulty swallowing 1 2 3 
56-60 years —..... 15 5 14 a 
a eee ee 1 3 
ee © ; , . Occult blood in stools... 68 23 91 
eae. 7 : ¢ ’ Palpable mass —..__._. 20 9 29 
OEE PO ei . . . : aerate 21 4 25 
76-80 years 5 1 4 1 Oe ia al ne 2 5 
81-85 years 2 1 2 1 lalallala earl eat 0 2 
Total oe 23 68 23 a ; yr 
Table 1 Table 3 
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There were 29 cases which were surgically 
explored (Table 5). In 8 cases a_ subtotal 
gastric resection was done; in 5 cases a gastro- 
enterostomy; 16 were found inoperable. Of 
the 29 surgical cases, 22 are dead and 7 are 
living. Of the 7 patients living 6 had a gastric 
resection and 1 had a gastro-enterostomy. It is 
noteworthy to point out that of the 6 living 
patients who had a gastric resection, 1 has 
been followed for 8 months; 3 for one year and 
2 for two years. Although few of the cases in 








LOCATION OF LESION 
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Site Males Females Total 
Pylorus 29 10 39 
Pylorus and tedy_......_ § 1 a 
Cardia and esophagus... 3 1 4 
Cardia 12 1 13 
Contin ond tely....—- ele 2 9 
Body 9 3 12 
Whole stomach .......  § 5 10 

Totals. 68 23 91 

Table 4 
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this series had gastric resections, it seemed that 
this operation when carried out early offers 
the best hope for prolonging life in greater 
comfort with possible cure. 

Most of the cases in this series were seen in 
consultation late in the course of the disease. 
This accounts for the large number of inoper- 
able cases. It is interesting to note that even 
in the present series the only encouraging re- 
sults were noted in the resected cases. 


SUMMARY 


A statistical study of 91 cases of carcinoma 
of the stomach was made and the following 
information was obtained: (1) in many in- 
stances in this series, digestive symptoms pre- 
ceded the detection of carcinoma by many 
months or years. One-third of the cases had 
presented digestive symptoms for more than 
one year. (2) The predominant symptoms and 
signs were those usually encountered in ad- 
vanced gastric cancer. (3) Follow-up of non- 
operative cases revealed that 5 lived for <s 
long as from two to four years. However, all 
of the 28 cases have died. (4) Of the 29 surgi- 





FOLLOW-UP OF 28 NON-OPERATIVE CASES: 
LIFE SPAN AFTER DIAGNOSIS ESTABLISHED 


FOLLOW-UP OF 29 SURGICAL CASES: 
LIFE SPAN AFTER OPERATION 
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cal cases, 5 of 8 cases of gastric resection were 
alive from 1 to 2 years after operation. (5) 
Early gastric resection offers the only hope 
for relief and cure of carcinoma of the stomach. 


2425 Eutaw Place 


DISCUSSION (Abstract) 


Dr. William F. Rienhoff, Jr., Baltimore, Md—In Drs. 
Feldman and Morrison’s paper a point which struck 
more than any other is the great lapse of time between 
the onset of symptoms in this series of cases and the 
final exploration and diagnosis of carcinoma, and I do 
not know how we are going to get around that. 
Some people simply will not consult physicians and 
when they do, they do not adhere very commendably 
to their advice. 

We can keep on trying to educate the lay public. 

I happen to be also interested in the treatment of 
carcinoma of the lung and the lapse of time between 
the onset of signs and symptoms in many of those 
cases is even longer. 

I used to be Dr. Finney, Sr.’s assistant, and have 
assisted others of the older generation. We are now 
doing better stomach surgery in the centers in which 
interest in that type of surgery is particular. We are 
not better operators but we have many adjuvants 
which enable us to do a much more thorough job. 

I have been somewhat on the horns of a dilemma 
surgically, not to become timid and, on the other hand, 
not to become too radical. There are surgeons who 
have been too radical with carcinoma of the stomach. 

It is our duty not to make the patient any worse than 
he was when he came in the hospital. As I look back 
in the twenties and late nineteens, we used to do 
resections of the stomach which were not radical 
enough. We stayed too close to the growth to avoid 
difficulties of anastomoses which present technic en- 
ables us to do; furthermore, we never thought seriously 
about doing very radical subtotal gastrectomy. 

Dr. Finney and I did the first total gastrectomies 
in Baltimore. One of them survived over ten years, and 
we have quite a number of cases now that are alive 
after between five and ten years, but the technic is 
better and I can see the improvements. 

We do a much more radical resection for carcinoma, 
particularly of the stomach, and I mean the fundus 
or the pylorus. I am not convinced that a total 
gastrectomy is necessary for the smaller group of tumors 
near the pylorus and in the fundus. Perhaps some of 
those patients are not so well off afterwards as we 
might desire. 


In the reported cases of total gastrectomy there have 
been disturbances in metabolism and instances of in- 
tractable pain; and of course, the immediate operative 
mortality is far greater. If possible, it is best for the 
patient if a small pouch of stomach is left. He is, by 
and large, a more comfortable individual postoperatively, 


SOUTHERN MEDICAL JOURNAL 





June 1948 


than one who has an esophageal jejunostomy or duo- 
denostomy. 


We should be much more radical than we have been 
in the past, and I believe the results will show in the 
postoperative follow-up. We now have, as I said, the 
many adjuvants such as blood banks, the different anti- 
bacterial agents, and the intravenous nutriments, which 
have made surgery of the stomach much more easily 
done and with a lower immediate mortality, and 
enabled us to be much more radical than we were in 
the past. We no longer have to operate against time 
and shock as we did in the old days, getting in as 
fast as we could and getting out quickly. That makes 
a great deal of difference. 


Dr. Charles M. Caravati, Richmond, Va—In this 
series of 91 cases no case was diagnosed until the fifth 
decade. There is, however, an occasional patient in 
early life who develops cancer of the stomach, and 
it should be considered even in the young age group 
who have gastric ulceration. 


In a patient of mine, twenty-three years of age, a 
man with a lesser curvature lesion, pain-food-ease syn- 
drome, and with a subjective history of symptoms of 
only four months, operation showed an adenocar- 
cinoma with metastasis. 


Another man twenty-one years of age, had an ex- 
tensive lesion of the pyloric area, with obstruction. 
He had had no discomfort until seven weeks before 
adenocarcinoma with metastasis was found. 

The symptoms and findings of carcinoma of the 
stomach are variable and often minimal. In this series, 
as in others, the most common are: (1) anorexia; (2) 
weight loss; (3) occult blood; and (4) unexplained 
anemia. (I am interested that Dr. Feldman did not 
mention this last in his series); (5) and the so-called 
pain-food-ease syndrome occurring abruptly in middle 
age. 

Why, therefore, can we not diagnose carcinoma of the 
stomach earlier? 

(1) The patient is often seen too late. 

(2) Cancer is often in the silent area of the stomach. 
The symptoms are variable and most often are minimal. 

(3) Diagnostic methods today are totally inadequate. 

(4) Achlorhydria is of little importance, because one- 
third of normal persons over fifty-five had achlor- 
hydria. 

(5) The physical examination is negative until there 
is a mass. 

(6) Routine x-ray is not particularly valuable. If 
you recall the statistical study at Stanford which included 
500 normals, not one case was found. At the Mayo 
Clinic 465 achlorhydrics were given a complete survey 
from an x-ray viewpoint and only one case of gastric 
carcinoma was found, and that was advanced. 


(7) Gastroscopy is totally unreliable in differentiating 
malignant from benign stomach lesions in a large per 
cent of cases. 
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(8) The Papanicolaou technic now in the experi- 
mental stage, gives promise of detecting certain early 
cases, but more experience is necessary with it. 


(9) Gastrophotography later may be helpful. 


In the series reported only seven cases out of 91 
are living after two years and five of these were not 
operated upon. Only two who have had resections 
are living after two years. Four other operative cases 
are living but only a few months postoperatively. This 
is indeed a very gloomy outlook. 

Reviewing Pack and Livingston’s work on 4,000 
gastric carcinomas, we can evaluate the present situa- 
tion as follows. 

Of 100 patients with gastric carcinoma, fifty patients 
will be inoperable and fifty operable. Of the 50 operable 
cases, 50 per cent, or half will be resectable. Given a 10 
or 15 per cent mortality rate, you can expect only 22 
patients to survive the surgery, and only a quarter of 
those will survive five years making about six patients. 
Only three or four patients out of the original 100 cases 
will survive ten years, so the outlook is very poor; how- 
ever, it is better than that of cancer of the lip, tongue, 
larynx, and thyroid. The only hope is to consider the 
possibility of cancer in all middle-aged individuals with 
weight loss, abrupt development of the pain-food-ease 
syndrome, occult blood, anemia of undetermined origin 
and unexplained digestive disturbances. Until some 
satisfactory general test is developed that will point to 
the probable presence of malignancy, it is our responsi- 
bility to consider its diagnosis, when the above symptoms 
are present. 


Dr. Morrison (closing) —It should be made clear that 
this study is the first of two we are making. These 
patients are not presented for any curability record. 
They are advanced cases. They came late and were 
inoperable when they came. 
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Another series which we hope to present later, will 
show a much better record for the immediate results, 
but I think there is a question as to the long-term 
results even today. 

In answer to Dr. Caravati’s question, all of these 
patients had anemia because they were advanced cases. 

The criticism for the situation to which our paper 
draws attention lies not entirely with the patient. We, 
as doctors, should accept our own statistics which 
show that the patients are coming in about as they 
always did, if not a little earlier, but the doctors’ 
batting average is, if anything, a little worse. That 
comes about for two reasons, I believe: first, we 
are not making the diagnosis early enough, we are not 
insisting on complete examinations; and, secondly, when 
the diagnosis is made, the proper treatment is not ap- 
plied, or not applied soon enough. 

It is true that the resectability and operability of 
these cases is better recently and that the mortality rate 
is decreasing, but the total number of patients cured of 
gastric cancer remains limited. 

The reason for the present study is to show what 
we choose to call the life cycle of gastric carcinoma. 
How long would these people live if nothing were done, 
or if some palliative procedures were employed? We 
think there is need for such statistical information. A 
comparable recent report by Fairchild and Shorter in 
the British Medical Journal indicated the duration of 
life after irradiation therapy. The results were most 
discouraging. 

In the patients who are operated upon early enough, 
who have resections, partial or complete, there is reason 
to be encouraged when comparison is made with the 
past; but when one considers that for all reported 
papers the possibility of cure by operation is only 
between 14 and 21 per cent of all cases of carcinoma of 
the stomach, the challenge is clear. 








572 


Southern Medical Journal 


JOURNAL OF THE 
SOUTHERN MEDICAL ASSOCIATION 





Southern Medical Association, 1948. Published 
monthly by the Southern Medical Association, Empire Build- 
ing, Birmingham 3, Alabama. Annual subscription, $5.00. 
Single copies 50c each. 

Entered as second-class matter ? the Post Ome at Birming- 
ham, Alabama, under Act of March 3, 1879. Acceptance 
for mailing at special rate of postage pn so) for in Sec- 


Copyright, 





tion 1103, Act of October 3, 1917, authorized December 
20, 1921. 
Volume 41 JUNE 1948 Number 6 





EDITORIAL DEPARTMENT 





SOUTHERN MEDICAL MEETING 
Miami, October 25-28 


Housing, both transient and permanent, is still 
critical throughout the United States; and hotel 
rooms are at a premium in every large city. The 
South has had its own heavily increasing pressure 
of expansion of population since the war. The 
now great size of the attendance at Southern 
Medical meetings makes its particular housing 
problem one with which few cities in its territory 
can cope. The hotel situation is improving 
slowly but will no doubt continue to offer diffi- 
culties for a number of years to come, and thus 
to limit the possibilities of selection of a conven- 
tion city for the second largest general medical 
group in the Americas. These factors were 
essential influences upon the Executive Commit- 
tee of the Association in its choice of a con- 
vention city. 

The Executive Committee was unanimous in 
its acceptance of the invitation of the Dade 
County Medical Association to meet in Miami at 
this time. This will be a happy choice for phy- 
sicians of the South. Programs and plans are now 
well under way for the forty-second annual meet- 
ing, and every sign points to a high attendance 
and a great scientific exposition. 


The fact that Miami offers enough hotel space 
to house the guests of a large convention com- 
fortably, and that few other cities in the terri- 
tory are now able to do that, with the fact that 
the Miami meeting in 1946 was one of the most 
felicitous and most enjoyed of the forty previous 
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gatherings, have made this city again two years 
later the choice for the convention of 1948. 
There is no more beautiful and fascinating 
metropolis in the United States. The meeting 
dates are earlier than usual, October 25-28. 

Medical progress during the period since the 
end of the war has been remarkable. The out- 
standing efforts of the newly released recruits 
from the armed forces into medical service, and 
of the older men who have been stimulated by 
the pressure of the times as well as by the 
enthusiasm of ambitious young students every- 
where doing postgraduate work, are making 
a golden age of medical progress. Plans should 
be made now to attend the convention. Many 
will find it agreeable to postpone their summer 
vacations for Miami and its environs in 
October. 





MEDICAL CARE OF HYPERTHYROIDISM 


More than thirty years ago, the effects of 
iodine were demonstrated in control of thyroid 
deficiency and prevention of toxic goiter, and 
iodine deficiency is usually today looked upon 
as the chief cause of thyroid hyperplasia or 
goiter. Actually, of course, the thyroid is as 
dependent as any other tissue upon the whole 
normal nutritive exchange which it accelerates. 
If a young animal treated with thyroxin eats 
abundantly of an adequate ration, its growth 
rate may be increased by thyroid administra- 
tion. A higher level of most of the vitamins is 
needed. During hyperthyroidism experimental 
animals are markedly sensitive to numerous de- 
ficiencies. Hyperthyroid chicks, it has recently 
been noted, are particularly sensitive to lack 
of a chick growth factor from liver, and con- 
versely, the presence of this factor in their diet 
increases their resistance to thyroxin.! 


The cholesterol level of the blood as well as 
its iodine content varies with thyroid activity, 
being high when thyroid function is low, and low 
when thyroid function is above normal. In recent 
studies at the University of Southern California’ 





1. Robblee, A. R.; Nichol, E.; Cravens, W. W.; Elvehem, 
C. A.; and Halpin, J. G.: cone Between Induced H 
thyroidism and An Unidentified asa Growth Factor. roc. 

. Exper. Biol. and Med., 00 (March) 1948. 

— Marx, W.; Meserve, E. oa Deuel, H. F., Jr.: 
Thyrotoxicosis 
67-385 (March) 1948. 
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tive Action of Dietary Cholesterol in Experimental 
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it was shown that the converse also holds: heavy 
cholesterol feeding reduced the toxicity of excess 
thyroid hormone for the rat. Thus, high cir- 
culating thyroxin reduces the blood cholesterol 
level, and high blood cholesterol tends to de- 
crease the thyroxin level or at least to alleviate 
some of its symptoms. Cholesterol prolonged the 
survival time of rats which received lethal doses 
of thyroxin. In some animals it reduced the 
weight loss of toxic hyperthyroidism. 


The thyroid hormone is amino acid in nature, 
a nitrogen-containing, protein-related product; 
the ovarian hormones are steroid (fatty, akin 
to cholesterol). The effects of the hormone 
thyroxin were diminished in the presence of high 
blood fat; and the same hormone, thyroxin, 
when in excess tended to depress the blood 
cholesterol. Thyroid and fat metabolism have 
this antagonistic interrelationship. Different 
species of animals vary markedly in their hor- 
mone reactions. If toxicity of thyroxin in human 
beings is reduced by high blood fats, a valuable 
means of therapy may be at hand. 

In chickens and turkeys it is noted by in- 
vestigators®’ at the Oklahoma Agricultural and 
Mechanical College that oral administration of 
estrogens is followed rapidly by phenomenal 
changes in the blood lipids: cholesterol, fatty 
acid, and lipoid phosphorus. They suggest that 
estrogen by mouth be given to fatten broilers for 
the market. Fowls which received estrogen had 
such a high fat content of their plasma that at 
times the plasma showed a fatty layer on gross 
observation. The blood fat constituents returned 
to normal within three to four days after estrogen 
therapy was discontinued. If the same effect, 
rapid mobilization of blood fat after estrogen 
feeding, is regularly observed in human beings, 
a new means of alteration of fat metabolism is 
possible. 

Clinically, thyroid and ovaries are known to 
be closely interdependent. Over and over phy- 
sicians report that the best endocrine regulator 
of menstruation is the thyroid hormone; and 
that in human sterility, beneficial results are 
obtained more often after thyroid therapy than 
after administration of any other endocrine 
product. 





, 3. Heller, V. G.; and Thayer, Rollin H.: Chemical Changes 
in the Blood Composition of Chickens and Turkeys Fed Synthetic 
Estrogens. Endocrinology, 42:161 (March) 1948. 
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A physiological agent which lowers blood 
cholesterol would seem to be the thyroid secre- 
tion. And there is perhaps a physiological 
method of raising the blood cholesterol, by the 
estrogens. High blood cholesterol tends to di- 
minish thyroxin effects, hence could be bene- 
ficial to the symptoms of toxic goiter, might be 
useful in preoperative preparation of patients, 
and in the therapy of thyroid crises. 


Hyperthyroidism has been many times effec- 
tively treated with thiouracil and related goi- 
trogenic agents, which prevent formation of the 
hormone in the thyroid gland. The same im- 
provement might be obtained more physiologi- 
cally through heavy fat feeding and stimulation 
of increase in the blood cholesterol by estrogen 
administration. Fats should be supplied abun- 
dantly in the ration in preoperative preparation 
of thyroid patients, and during thyroid crises 
estrogens might be administered as an aid to 
rapid mobilization of the protective blood fats. 


Further advances in medical methods of pre- 
venting and treating the toxic hyperthyroid state 
should not be far away. 





POTENT ANTIANEMIC MATERIALS 


Thomas Addison in 1855 first described the 
syndrome which now bears his name, addisonian 
pernicious anemia. A milestone in the clinical 
investigation of this disease was passed in 1926, 
twenty-two years ago when Minot and Murphy! 
produced a hematologic response in patients with 
pernicious anemia as a result of feeding them 
large amounts of liver by mouth. 


Despite the fact that studies were made in 
many Clinics and laboratories all over the world, 
not until the fall of 1945 was a synthetic chemi- 
cal compound shown to have true antianemic 
effects in patients with certain types of macro- 
cytic anemia. In the past three years the 
Southern Medical Journal has published three 
articles, each pointing out a different specific 
chemical substance effective in producing hema- 
tologic remission in certain types of macrocytic 
anemia. 


The first substance was synthetic folic acid.? 
The second was synthetic thymine? and the 
third substance is crystalline vitamin Bu.‘ 
Thymine in gram quantities produces positive 
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hematologic responses. Folic acid in milligram 
quantities produges similar responses, and the 
new crystalline compound, vitamin B12, in micro- 
gram, or millionth-gram quantities produces 
these responses. 


Vitamin Biz recently has been isolated5 and 
shown to be effective in producing remission in 
cases of addisonian pernicious anemia.° Its 
chemical structure is not known. It is avail- 
able only in minute amounts for experimental 
work. Already, as shown by studies reported in 
the current issue of the JouRNAL, it has proved 
effective in treating persons with nutritional 
macrocytic anemia and other persons with 
tropical sprue. 

It is very important to know whether this 
compound will prevent or relieve subacute com- 
bined degeneration of the spinal cord in cases 
of pernicious anemia. Neither folic acid nor thy- 
mine protects against the neurologic involvement. 
It is important to know also whether vitamin B12 
will relieve the diarrhea associated with nutri- 
tional macrocytic anemia and with sprue as do 
both folic acid and thymine. These important 
questions can be answered only after adequate 
study. 


Meanwhile, the time-honored therapeutic 
agents, such as liver extract and ventriculin, 
are useful and preferable in the treatment of 
pernicious anemia. Folic acid apparently is 
superior to these substances in the treatment of 
nutritional macrocytic anemia and tropical sprue, 
diseases in which patients do not develop sub- 
acute combined degeneration of the spinal cord. 


The question of maintaining patients on this 
new compound is yet to be answered. Neverthe- 
less, it is a material of great promise. No thera- 
peutic agent hitherto known is effective in such 
small amounts. 
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TWENTY-FIVE YEARS AGO 
From JOURNALS oF 1923 

Goiter Prevention.1—Iodine is necessary for normal 
thyroid function. * * * If the iodine content of the 
thyroid falls below 0.1 of one per cent, active hyperplasia 
begins. * * * In a series of experiments from 1909 to 1911, 
Marine and Lenhart showed that goiter which had 
virtually ruined the fish hatcheries at Shady Grove, 
Pennsylvania, could be eliminated by the addition of a 
small amount of iodine to the food. * * * In the work 
of Marine and Kimball * * * nearly 10,000 girls in 
Akron, Ohio, were examined in the course of three 
years. In the first examination, 56 per cent of them 
were found to have goiters. The method of prevention 
was the administration of three grams of sodium iodide 
in the drinking water once a day for two weeks each 
spring and fall. * * * Since girls are six times as sus- 
ceptible as boys, they believe the cases among the latter 
may be treated as they arise. 





Book Reviews 


Histopathologic Technic. By R. D. Lillie, A.B., M.D., 
Medical Director, U. S. Public Health Service; Chief, 
Pathology, National Institute of Health. 300 pages. 
Philadelphia and Toronto: The Blakiston Company, 
1947. Price $4.75. 

Dr. Lillie has been for years one of the ablest path- 
ologists whose chief interest lies in improving tissue 
technics. The book is full of small hints for avoiding 
and explanation for the many petty annoyances which 
occur in the preparation of tissues. 

Dr. Lillie is unique among authors of histologic 
technic books in that he expresses opinions on the var- 
ious methods and says what he thinks is the best method 
for each demonstration. This is invaluable for the great 
mass of pathologists who are not specialists in these 
fields. Few laboratories in the country should be without 
this comprehensive treatise. In addition, his dedication 
of the book to Dr. George M. McCoy points Dr. Lillie 
out as a man of discrimination. 





A Textbook of Clinical Neurology. With an Introduction 
to the History of Neurology. By Israel S. Wechsler, 
M.D., Clinical Professor of Neurology, Columbia Uni- 
versity, New York. Sixth Edition. 829 pages, illus- 
trated. Philadelphia: W. B. Saunders Company, 1947. 
Price $8.50. 

In the sixth edition of this well known textbook of 
neurology, minor alterations have been made in keeping 
with recent advances. The major change in the text is 
the complete revision of the chapter on psychometric 
testing now listed as psychological diagnosis. 

In a field of ever increasing publications on the subject 
of neurology this text stands out in sharp contrast with 
most and compares favorably with the best. It may be 
used profitably by the student, practitioner and specialist. 





orial: Simple Goiter as a Preventable Disease. 


Edit 
JAM. A., $0:1695 (June 9) 1923. 
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the preferred 
PERTUSSIS IMMUNE SERUM—hAuman 


IN VACUUM-DRIED FORM 





This serum—established as the agent of choice in the 
treatment of, and passive immunization against, whooping 


cough—is now available to physicians everywhere. 


Vacuum dehydration by the‘LYOPHILE’ process provides high 


stability (a 5-year dating) and permits optimal concentration. 


Standard price: $6.50 per dose, 
i.e., vial containing 20 cc. of serum, vacuum-dried. 
3 to 4 doses generally required in treatment. 


24-hour service to handle telegraphic orders. 


For literature and full information, write to: 


The PHILADELPHIA 
SERUM 
EXCHANGE 4 Non-profit Organization 


THE CHILDREN’S HOSPITAL OF PHILADELPHIA 
1740 Bainbridge Street, Philadelphia 46, Pennsylvania 








56 SOUTHERN MEDICAL JOURNAL June 1948 








TID oo TTT 


VITAMIN FOOD COMPANY 


CO-ORDINATION 


It has been repeatedly shown that vitamin deficiencies do 
not occur singly, but are complicated and in combination 
with other needs. The requirements for and the effect of 
the lack of vitamins are complex and interrelated. 



































In a questionnaire mailed to physicians in the Pellagra 
section, we asked: “What other disorders accompany Pellagra?” 
A composite reply from 487 doctors was, “In addition to 
characteristic dermatological, neurological and gastro-intestinal | 
manifestations, some eighty-one other disorders are noted, 
including that pellagra induces a general breakdown.” 


The human body comprises of numerous parts functioning 
co-ordinately as a single entity. In the presence of deficiency 
disorders, complete recovery cannot be attained by the admin- 
istration of a single factor. All must be had. 


For reinforcement brewers’ yeast is widely established for 
the whole of Vitamin B, cod liver oil for Vitamins A and D, 
fresh orange juice for Vitamin C. 


Whole milk, whole grains, butter, cheese and eggs, young 
leafy and green vegetables, tomatoes, carrots, fresh fruits and 
liver should be made a large part of the daily diet, both for 
adequate vitamins and a food balance. 


VITA-FOOD Green Label, Undebittered, VITA-FOOD Red 
Label, Debittered, and AUTOLEX, autolyzed, brewers’ yeasts 
contain the complete Vitamin B Complex factors, some as yet 
unseparated; and high amounts of nutritionally complete 
proteins. 


For complete recovery and freedom from recurrence of any 
nutritional disorder, all medical, dietary and other treatment 
should be completely co-ordinated. 


Samples to physicians and hospitals 











VITAMIN FOOD COMPANY, INC. 
Vitamin Research Laboratories, Inc. 










































































_— ) 187 Sylvan Avenue Newark 4, N. J.— =a 
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The graft removed from the donor eye. A 
V Button removed with trephine and scissors. 











Reproduced from color photographs of corneal grafting operation, 
performed under the auspices of the Eye-Bank for Sight Restoration. 


Picture the 


patient's progress 





Patient's cornea outlined with the trephine. A 
V Donor graft shown ready for insertion. 








...with photograph...after photograph 


Have to be a photographer? No. Many physi- 
cians—amateurs in photography—are making 
before-and-after “shots” routine procedure in 
all significant cases... building up valuable 
files for study, discussion, teaching. 


| gene TOO, has become the use of color. 
Especially since the recent introduction 
of Kodak Ektachrome Film with its excep- 
tional color rendering and speed of handling. 
With this film, the physician or photog- 
rapher is able to record medical or surgical 
situations—get quick local processing . . . or, 
if he processes the film himself, see trans- 
parencies in a little more than an hour. 
Kodak Ektachrome Film is available in two 
types: Daylight, and Type B for artificial il- 


Serving medical progress through Photography and Radiography 


KODAK" IS A TRADE-MARK 


lumination—in sheet film, sizes 2'4x3% to 
11x14 inches... and, for daylight only, in 
roll films 120 and 620. For further informa- 
tion about Kodak Ektachrome and other 
Kodak Films, see your nearest photographic 
dealer . . . or write Eastman Kodak Company, 
Medical Division, Rochester 4, N. Y. 


Other Kodak products for the 
medical profession 


X-ray films; x-ray intensifying screens; x-ray proc- 
essing chemicals; cardiographic film and paper; 
cameras —still- and motion-picture; projectors — 
still- and motion-picture; enlargers and printers; 
photographic films— color and black-and-white (in- 
cluding infrared); photographic papers: photo- 
graphic processing chemicals; synthetic or- 
ganic chemicals; Recordak products. 





Bridging sutures placed around cornec. A 
V Operation completed with the sutures tied. 
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Allthe advantages of Procaine Penicillin in Oil... 
none of the disadvantages 


WYCILLIN 


TRADEMARK 


Crystalline Procaine Penicillin G 
for Aqueous Injection Wyeth 


W vcillin provides a stable aqueous suspension of the new chem- 
ical compound. crystalline procaine penicillin G. It brings to the 
service of the physician for the first time a preparation for 
aqueous injection which avoids the dangers, pain and irritation 
of oil and wax and has many distinct superiorities: 


No oil—avoids danger of oil embolism and oil sensitivity. 

No wax—no pain at site of injection—no danger of tissue 
damage. 

Stable— W ycillin is supplied in dry form. It is the first peni- 
cillin preparation for aqueous injection which when re- 
constituted with water does not require refrigeration. 

No more plugged needles—Wycillin can be injected without 
drying needle or syringe—any method of sterilizing may 
be used. 

Therapeutic effectiveness—a single injection of 1 cc. (300,000 
units) maintains effective 24 hour blood levels in nearly 
all cases. 


Wveillin is used in the same dosage and in the same condition- 
as Procaine Penicillin in Oil or Penicillin in Oil and Wax. 

Druggists throughout the United States have received supplie- 
of Wycillin by air mail. If you have any difficulty in obtaining 
it. please let us know so we can see that you are supplied. 














WYETH INCORPORATED PHILADELPHIA 3, PA. 
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Of the so-called minor complaints 
of pregnancy, a contributor to the 
medical literature* makes the follow- 
ing statement concerning backache— 


“Backache seemed to be due to 
several causes. Strain of the lumbar 
muscles and the vertebral ligaments, 
due to a change in the center of 
gravity was often responsible; fallen 
arches aggravated the complaint. It 
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was relieved by rest in bed. A ma- 
ternity corset with moderately rigid 
stays in the back was of benefit... 
Sacro-iliac relaxation as evidenced 
by pain over the joint was usually 
unilateral and was referred along 
the sciatic nerve. Usually a maternity 
corset would relieve it. This corset 
should have a strap or other device 
that will pull it snug over the sacro- 
iliac region.” 


*Charles J]. Marshall, New York Journal of Medicine, Vol. 34, Aug. 15, 1934 


Camp prenatal supports are unique in that the overstrap with its buckle 
(through which the lacings ply) allows the support to be drawn. evenly 
and firmly about the pelvis; thus the pelvic joints are protected and 


steadied. 


From such a foundation, the back of the patient is well supported and 
the abdominal muscles are aided in holding the increasing load in position. 


S. H. CAMP AND COMPANY ~- JACKSON, MICHIGAN 


World’s Largest Manufacturers of Scientific Supports 
Offices in New York e Chicago « Windsor, Ontario e London, England 
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ACUFF CLINIC 


514 West Church Ave. 
KNOXVILLE, TENNESSEE 


ANNOUNCES THE OPENING OF OFFICES 
AT THE ABOVE ADDRESS 


DIAGNOSIS, MEDICINE, SURGERY, ALLIED SPECIALTIES 


The Clinic is equipped with 100 mgm of Radium element and the latest type one 
quarter million volt constant potential X-Ray therapy equipment for the treatment 


of all forms of malignant diseases. 















STERILE HIGH TITER 


GROUP SERA 


For ACCURATE 
CLASSIFICATION 


Improper classification, due to 


pc eeren nen RELIEVES 


trouble— even fatalities. 


Our Grouping Sera are certified for HIGH 
TITER. Exclusively oe De RB under the per- 

sonal supervision of B. HH. Gradwohi 

for safe, efficient, y tech- 


nique. We invite your inquiries. 

Our sera are oye under Government 
License No. 160, N.LH. These sera are Anti-A, 
Anti-B, and Absorbed Anti- A. Absorbed 
Anti-A serum is to diff: Ai 


pn ye Denna d pon edhe gh og a ae eae OO 


Our 
Anti-Rh serum is manufactured by the Blood BADET TLE SURFACE INJURIES 


ANTISEPTIC-ANALGESIC 


FOILLE 


EMULSION-OINTMENT 





caused by 





Bank of Dade County and must be used with 
a ae box. 

a sample copy of 

oo 2 l Laboratory 

Breen full of helpful hints on 

improved laboratory 

technique. 


GRADWOHL 


LABORATORIES 





Samples and Literature on request , 


CARBISULPHOIL COMPANY 
3122 Swiss Ave. Dallas, Texas 


R. B. H. Gradwoh!, M. D. Director 
3514 Lucas Av. St. Louls, Mo 
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DU PONT ANNOUNCES 


The new “Patterson” 


AV-SPEED ==: COMBINATION 
INTENSIFYING SCREEN 
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Hee is a new Intensifying Screen 
that meets the long-felt need for 
greater speed without loss of detail. 


Incorporating an entirely new lu- 
minescent chemical, the HI-SPEED 
(Series 2) Intensifying Screen offers 
several significant advantages to ra- 
diologists. It permits shorter expo- 
sures, thus minimizing the effect in 
the radiograph of involuntary action, 
bodily function, or movement by an 
uncooperative patient. It also en- 
larges the scope of low-voltage equip- 


CUPONT 


BETTER THINGS FOR BETTER LIVING 
THROUGH CHEMISTRY 









WOTOSRAPWIC DENsiTy 
“\ 


Listen to “CAVALCADE OF AMERICA”—Monday evenings—NBC 
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PLATE 1, AT LEFT, shows intensifica- 
tion factor of the HI-SPEED (Series 2) 
Screen in relation to the Par-Speed 
Screen. PLATE 2, AT RIGHT, indi- 
cates distribution of fluorescence of the 
new screen is from 2800 to 4600 Ang- 
stroms. Note maximum response occurs 
below the visible at 3800. 











ment such as the portable type. 


With the new HI-SPEED Screen, 
an exposure of only 100 MAS will 
give the same radiographic results as 
an exposure of 150 MAS at 70 KVP 
with the Par-Speed Screen. 


Write for complete literature about 
this valuable contribution to the sci- 
ence of radiology. E. I. du Pont de 
Nemours & Co. (Inc.), “Patterson” 
Screen Division, Towanda, Pa. 


“Patterson” Screens 
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SAFE 


SUPPORT for this 


HERNIAL PATIENT 


The Spencer Abdominal Support for this hernial 
patient was individually designed, cut and made at 
our New Haven plant — after a description of the 
patient’s body and posture had been recorded and 
detailed measurements taken. 


The pull of supporting the abddmen is placed on the 
pelvis, not on the spine at or above the lumbar re- 
gion. Abdominal support is from below, upward and 
backward, paralleling the natural pull of muscles. 
Made of non-elastic materials, the support will not 
yield or slip under strain, assuring maximum safety. 


Following application of her Spencer Support, the 
patient obtained relief of symptoms and was able to 
return to her job. 


For a dealer in Spencer Supports look in telephone 














book for “Spencer corsetiere” or “Spencer Support 
Shop,” or write direct to us. 

SPENCER, INCORPORATED 

129 Derby Ave., New Haven 7, Conn. May We 
Canada: Spencer, Ltd., Rock Island, Que. 

England: Spencer, Ltd., Banbury, Oxon, Send You 
Please send me booklet, ‘‘How Spencer Booklet? 
Supports Aid the Doctor's Treatment.” 

DNED << nbbarcdsncdcssccccccuscce ee ccccccccccccccccces M.D. 
BE shncccdccvtsotsctesdediadscas Se eeeeecccececceeeseess 
SY “sansensiadtiwceneaasceenecakabeunsnaan SM-6-48 


SPEN CER “vesexo” SUPPORTS 


“ FOR ABDOMEN, BACK AND BREASTS 


June 1948 



















The Baby Size Food 
Mill, now back on the 
market, is just the right 
size for ‘quick! straining 
freshly cooked vegetables 
and fruits. Purees any food 
fine enough for the smallest 
baby or for any adult smooth 
diet. 

Baby Size 1 quart $1.75; 
Household Size peueesty 2 
quarts $1.89. Sold De 
ment, Hardware a. 


Professional Offer to Doctors 
1 only either size, $1.25 postpaid 





See Foley Exhibit A. M. A. Con- 
vention Space B-93 Navy Pier, 
Chicago, Illinois, June 21—25 











*Trade Mark Reg. U.S. Pat. Off. 


PROFESSIONAL OFFER 






OME E. Se Street, Mi: 18,M 
17. 
y- per Professional Offer to > Ang I awe $1.25 
for 1 0 Baby Size Foley Food Mill 
© Household Size Foley Food Mill 














The Tulane University 


of Louisiana 


School of Medicine 


POSTGRADUATE COURSES 


September 1, 1948-January 31, 1949 — Basic 
Sciences in Orthopedics. 


September 1 — Tropical Medicine and Public 
Health leading to the degree of Master of 
Public Health (Tropical Medicine). 


In clinical branches, courses leading to the 
degree of Master of Medical Science. 


For detailed information write 
DIRECTOR 
Division of Graduate Medicine 
1430 Tulane Ave. New Orleans 13, La. 




















Vol. 41 No. 6 SOUTHERN MEDICAL JOURNAL 63 











In 1937 Picker introduced this first completely shockproof, self-contained 


combination x-ray apparatus delivering 200 MA over and under the table. 


looked up to... 


Today, its performance enhanced by a decade 





of constant improvement, the brilliant 
reputation of the Series “200” is world wide 
...an apparatus looked up to everywhere as the 


criterion of excellence in x-ray equipment. 
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A Modern Ethical Sanitarium 
at Louisville 


Established 1904 


BEAUTIFUL AND SPACIOUS GROUNDS 
AFFORD OUTDOOR RELAXATION 
Alcoholism—Senility—Drug Addiction 

Mental and Nervous Diseases 
Our ALCOHOLIC treatment destroys the craving. 
restores the appetite and sleep, and rebuilds the physical 
and nervous condition of the patient. Liquors with- 


drawn gradually; no limit on the amount necessary to 
prevent or relieve delirium. 


MENTAL patients have every comfort that their 
home affords. 


The DRUG treatment is one of gradual Reduction; 
it relieves the constipation, restores the appetite and 
sleep; withdrawal pains are absent. No Hyoscine or 
rapid withdrawal methods used unless patient desires 
same. 
NERVOUS patients are accepted by us for observa- 
tion and diagnosis, as well as treatment. e 
Select cases of SENILITY accepted. 
Physiotherapy—Clinical Laboratory—X-Ray. 


Consulting Physicians 
Rates and Folder on request 


THE STOKES SANITARIUM 


E. W. STOKES, M.D., Medical Director, 
Telephones: Highland 2101—Highland 2102 
923 Cherokee Road, Louisville, Kentucky 




















FOR SALE-—Stereoscope General Electric 14x17, bulb type. ex- 
cellent condition, $245.00. May be seen at P & S Surgical Com- 
pany, 622 20th Street, South, Birmingham. Write Dr. F. S. 


Classified Advertisements Moody, 501 Medical Arts Building, Birmingham, Alabama. 

















FOR SALE—Large 10-room house and lot, furnace heat, water 
PARES ; : = y é and lights; nice garage; conveniently located in small town in 
WANTED—FExperienced laboratory technician by internist doing Alabama. Good schools and churches. Can be used as private 
some allergy. Knowledge of bacteriology and skin testing desir- home and office. Splendid rural practice. Reason for selling, 
able. Salary well above average. Position available immediately retiring. Write JTC, care Southern Medical Journal. 

or will hold until July 1 for proper applicant. Apply to Dr. 
Gertrude Holmes, 213 E. North Street, Greenville, South Carolina, 
giving full credentials in first letter. FOR SALE 








Six-room cottage. Furnace heat, garage, choice loca- 
=e tion. A fast growing cotton mill town of 5,000 with a medical 
center but no dentist in the town where one is badly needed. 





WANTED-— Laboratory technician for 45-bed Virginia Hospital. Lot 87 ft. front by 482 ft. back. Can be used as a private home 
Full maintenance. Salary open. Write HBS, care Southern and office. Will sell furnished or unfurnished. Electric kitchen. 
Medical Journal. Write MHJ, care Southern Medical Journal. 
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DUBIN AMINOPHYLLIN 
ACTIVE DIURETIC +» MYOCARDIAL STIMULANT 


EDEMATOUS TISSUES DORIS HIAL CNT 
e ‘ a 
DISTRESSED ero In Bronchial Asthma, Peraxsiibad issih 5 


Pan ~ Chayne-Stohes Respiration. 
TABLETS - - AMPULS.- POWDER - “SUPPOSITORIES — 


H. E. DUBIN LABORATORIES, Inc., 250 East 43rd St., New York 17,N.Y. 
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SMOOTH —- == 
owe THE SOOTHING SLUMBER...... 
= > GYGLOPROPANE 


C cae \ Although originally discovered by Freund 
—_—~~" in 1882, proof of the smooth, sleep- 
inducing efficacy of CYCLOPROPANE 
was demonstrated by the Canadian scientists, Lucas 
and Henderson. At Toronto University in 1929, 
these two men completed experiments which, one 
year later, led to the first administration of CYCLO- 
PROPANE during surgery. Certain characteristic 
advantages, such as rapid, effortless induction, 
minimized post-operative complications, compatibility 
with other gases are but a few of the reasons for 
the preference accorded this relatively new anesthetic. 






















For purity and uniform quality, in each CYCLO- 
PROPANE cylinder, the experienced anesthetist 
may look to the “Puritan Maid” label... for 
more than twenty-five years, the symbol of 
professional integrity in the manufacture of 
anesthetic, resuscitating and therapeutic gases, 
distributed throughout the world. 








Booth C69 CONVENTIO> ‘ON SSOCIATION 


Mssrs, 










Hooper, Valentine June 21-25 





PURITAN COMPRESSED GAS CORPORATION 


BALTIMORE ATLANTA BOSTON CHICAGO CINCINNATI DALLAS 
DETROIT NEW YORK ST. LOUIS ST. PAUL KANSAS CITY 


“Puritan Maid” Anesthetic, Resuscitating and Therapeutic Gases and Gas Therapy Equipment 
PURITAN DEALERS IN MOST PRINCIPAL CITIES 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 


OBSTETRICS and GYNECOLOGY 


A full-time course. In Obstetrics: lectures; prenatal 
clinics; witnessing normal and operative deliveries; 
operative obstetrics (manikin). In Gynecology: lec- 
tures; touch clinic; witnessing operations; examination 
of patients preoperatively; follow-up in wards post- 
operatively. Obstetrical and Gynecological pathology. 
Regional anesthesia (cadaver). Attendance at confer- 
ences in Obstetrics and Gynecology. Operative Gyne- 
cology on the cadaver. 


UROLOGY 


A combined full-time course in Urology, covering an 
academic year (8 months). It comprises instruction in 
pheemsesioay: hysiology; embryology; biochemistry; 
acteriology an athology; practical work in surgical 
anatomy and urological operative procedures on the 
cadaver; regional and general anesthesia (cadaver); 
office gynecology; proctological diagnosis; the use of 
the ophthalmoscope; physical diagnosis; roentgenological 
interpretation; electrocardiographic interpretation; der- 
matology and syphilology; neurology; physical therapy; 
continuous instruction in cysto-endoscopic diagnosis and 
ee instrumental manipulation; operative surgical 
clinics; demonstrations in the operative instrumental 
management of bladder tumors and other vesical lesions 
as well as endoscopic prostatic resection. 





PROCTOLOGY AND 
GASTRO-ENTEROLOGY 


A combined course comprising attendance at clinics 
and lectures; instruction in examination, diagnosis and 
treatment; witnessing operations; ward rounds; demon- 
stration of cases; pathology; radiology; anatomy; opera- 
tive proctology on the cadaver. 


For the GENERAL PRACTITIONER 


Intensive full-time instruction covering those subjects 
which are of particular interest to the physician in 
general practice. Fundamentals of the various medical 
and surgical specialties designed as a practical review 
of established procedures and recent advances in medi- 
cine and surgery. Subjects related to general medicine 
are covered and the surgical departments participate in 
giving fundamental instruction in their specialties. 
Pathology and radiology are included. The class is ex- 
pected to attend departmental and general conferences. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N. Y. 














so writes this Doctor-client who further 
sums up his appreciation as follows— 
“The difficult task of finding a suitable 
position with a well qualified group in 
the locale I desired was minimized.” 


“A Satisfied Patient Is 


Our Best Advertisement 


.. and in my case, the same statement 
holds true for the Medical Bureau,” 


Our long experience and familiarity 
with many channels offer you distinct 
advantages and our service is 
always at your disposal. Please call 
upon us. 


Visit us during the Chicago Session, June 21-25. Our booth is C-18. 


BURNEICE LARSON, Director 
THE MEDICAL BUREAU 
Palmolive Bldg., at 919 N. Michigan Ave. 
CHICAGO---ILLINOIS 
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FOR THIS VITAL PROBLEM 
..- only one satisfactory SOLUTION 


BARD-PARKER 
FORMALDEHYDE GERMICIDE 


TRUE SURGICAL STERILIZATION of delicate steel ments, leaving their efficiency and life ex- 
instruments and keen cutting edges must _pectancy unimpaired. 

embrace the total destruction of vegetative The bactericidal and sporicidal potency of 
bacteria, spore-formers and their spores. | B-P Germicide accomplishes the destruction 
Surgical sterility must be attained within a of pathogenic vegetative bacteria within 5 
reasonably short period of time to be prac- minutes... the most highly resistant spores 
tical for hospital purposes. The medium or _ of Cl. tetani in 3 hours. It will not rust, 
method employed should offer complete corrode or otherwise damage delicate steel 
protection against rust or corrosive damage _instruments or keen cutting edges. NO METH- 
to the factory-new qualities of such instru- | OD OR MEDIUM EXTANT PROVIDES THESE COM- 

BINED, EQUIVALENT PROPERTIES. 
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IN PERNICIOUS 
ANEMIA 


LIQUID EXTRACT OF LIVER U. S. P. 
VALENTINE 


wove 
EXTRACT 

In the preparation of this potent liver extract, the process has LIVER 
been so standardized that the extract is duplicated with reasonable VALENTINE 
consistency, both in the amount of liver represented per c. c. and 


in the effective substance active in producing a prompt and consistent 
reticulocyte response in patients with pernicious anemia. Retains 








the Cohn-Minot and Whipple fractions as well as over 5 mg. of 








riboflavin per fluid ounce. Supplied in 8 oz. bottles. 


Valentine Company, Inc. Richmond 9, Virginia 











77 
“M. t S. CO. Ointments 


OPHTHALMIC AND NASAL 






Catalog and Price List 
On Request 


TManhattan Eye Salve (Company 


Incorporated 1063-65 Bardstown Road, LOUISVILLE 4, KENTUCKY 
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In worried patients, worldly discords and physical dysfunc- 
tions leave distressing, exaggerated impressions. . 

Continuous mild sedation is usually of real benefit. It helps 
toblunt the hyperacute sensory perception basically respon- 
sible. It depresses the frequently associated overactivity 
of the sympathetic nervous system, and thus aids in correct- 
ing the resultant visceral dysfunctions. Continuous mild 
sedation also combats emotional and nervous irritability. 

Solfoton is widely and successfully used for alleviating 
this typical condition. In average dosage of one tablet 
—————_—_ three or four times a day, Solfoton offers mild continuous 

$9 LFOTON sedation, free of depression even when administration is 
long continued. Each Solfoton tablet contains 4 grain 
phenobarbital and 4 grain colloidal sulfur. Available in 
bottles of 100 and 500 tablets each. 












| OYTHRESS 


®icHmond: VIF GINGA 
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- « « « « Has Been Applied to 
Two Important Surgical Items 


The Alesen T-Tube is a new safety factor in the Hofmeister-Polya 
type of anastomosis.* Functioning as an internal splint over which 
more accurate suturing and approximation of parts may be effected 
in anastomoses, the material disintegrates within five to seven days. 
Configuration of tube eliminates need for anchoring. Materially 
reduces the possibility of disruption of the duodenal stump. Main- 
tains patency of lumen, permitting early feeding. Barium sulfate 10°, 
is incorporated for x-ray purposes; merthiolate (1-7000) provides 
continuous antisepsis. The anastomosis ring is made oi the same 
substance as the Alesen T-Tube; timed to disintegrate within 40 
hours postoperatively. For both large and small bowel anastomoses; 
provides adequate lumen; obviates strictures. Write for complete details. 
5JB1244—Alesen T-Tubes, for gastric resection, each.......... $10.75 
4JB1243—Anastomosis Ring, in sizes 14, 18, 23, 28 and 31 mm, outside 

ET NIE Ss. S, srrsata’ ai erarenipanecuccseal ata oreraa\e's: onic x 2 ameter $ 4.75 

Pe Es Fcc wrpicnciRacrceusetaienecuaneewouenes 22.50 


*See Alesen, L. A.: “A Safety Factor in Gastric Resection.”’ Surgery, XIX 
(1946), No. 2, pp. 220-222. 


§. ALOE COMPANY 


Genera! Offices: 1831 Olive St., St. Louis 3, Mo. 
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Yow... TIMED DISINTEGRATION 
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now revised 
and simplified 


COLOR PERCEPTION TEST 





Revised to conform with sug- 
gestions of the Inter-Society Color Council 
Subcommittee on Color Blindness, AO’s 
Color Perception Test effectively reduces 
the number of test plates from 46 to 18. 
Thus, accurate screening is simplified 
and test time reduced appreciably. To 
facilitate its use, AO’s Color Perception 
Test is made up in book form. 

Each AO Color Test Book carries the 
approval of the Inter-Society Color Coun- 


cil together with instructions for perform- 
ing the test in a manner which assures 
accurate results. Particular attention is 
given to standard illumination and to the 
positioning of the patient. Included also 
is a demonstration plate for instructing 
the patient. 

Results are easily tabulated to deter- 
mine patient’s score indicating either 
normal or defective red-green color vision. 





American @ Optical 


COMPANY 
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In addition to symptomatic relief in asthmatic 


ittacks of extrinst 
or intrinsic origin, this therapy can simultaneously br 


eak the 
“epinephrine fastness” 


Through effective relaxation of bronchial musculature and suitable 


suught-for rest tollows the use of AMINE T Suppositories 
AMINE I Suppositories in full and half strength in boxes of twelve 
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NET 
MEAD'S 
DEXTRI-MALTOSE 


Aproduct consisting of maltose 

and dextrins, resulting trom the 

enzymic action of barley malt 
on corn fiour 


with 
SODIUM CHLORIDE 2% 


SPECIALLY PREPARED 
FOR USE IN INFANT DIETS 


MEAD JOHNSON & CO- 


EVANSVILLE, IND. US A 
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CARBRITAL 


calms the restless 
rests the sleepless 


With CARBRITAL Kapseals® or Elixir, patients may be 
spared restless days and sleepless nights. The sedative and 
hypnotic effects of carbromal and sodium pentobarbital 
promptly allay apprehension and anxiety. CARBRITAL may 
be used to induce gently sound, refreshing physiologic sleep. 











For children, the aged, and those who prefer or require 
liquid medication, CARBRITAL Elixir provides mild seda- 
tion in convenient and palatable form. Full or fractional 
doses, to meet the needs of a particular patient, are thus 
readily available. 

EACH KAPSEAL CONTAINS: 
a 
Carbromal . a ae a a t grains 

EACH FLUIDOUNCE OF EL DIR CONTAINS: 
Oe ee 
Carbromal . . ac ° o « » « 6Rrame 

Dosage: Adults—1 or more Ki: ipseals as awe 1 ae 4 teaspoonfuls or 

more of the Elixir as required. (Each te: aspoonful of Elixir CARBRIT AL. 

contains 44 grain pentobarbital sodium and *4 grain carbromal.) 
Children—' to 1 teaspoonful according to age and condition. 

CARBRITAL Ki ipseals: Bottles of 100 and 1000, 

CARBRITAL, Elixir: 16 oz. bottles. 




















PARE, DAVIS & COMPANY + DETROIT 32, MICHIGAN = 










































































